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ABSTRACT 
 
National palliative care guidelines outline spiritual care as a key component of 
caring for terminally ill patients. However, little theological reflection exists to guide 
spiritual care provision by physicians. The dissertation aims to address this practical 
theological question: how might Christian physicians, in dialogue with theological 
norms and visions within their tradition, incorporate spiritual care within medical 
practice in a secular, academic context?   
 The project brings into critical conversation empirical research, historical 
theology, and systematic theological reflection, culminating in spiritual care 
assessment and treatment proposals.  It argues that the secular medical context is 
informed by a spirituality of immanence, reinforced by institutional structures.  In 
conversation with four significant texts from the Christian tradition, the dissertation 
  
 
x 
proposes an alternative Christian spirituality of medicine to guide the spiritual care 
practices of Christian physicians.  
Chapter one reviews literature related to the role of spirituality in medicine, 
definitions of spirituality, spiritual guidance metaphors, and contextual theology 
models. 
Chapter two analyzes the Religion/Spirituality Cancer Care (RSCC) database, 
a survey of 209 Boston physicians.  Findings indicate that physicians acknowledge 
the occasional appropriateness and positive benefits of spiritual care but infrequently 
practice spiritual care because of structural barriers. 
Chapter three describes with historical detail four Christian texts that 
characterize the relationship between the practice of Christian physicians and 
spiritual care provision (Ben Sira 38:1-15; Basil’s Long Rules 55; Fourth Lateran 
Council canon 22; Richard Baxter’s Responsibilities of Physicians).  Qualitative 
analysis identifies five overlapping themes: 1) the spiritual priority within illness; 2) 
importance of patient prayer; 3) importance of patient spiritual 
examination/repentance; 4) recognizing rival healing traditions; and 5) physician-
clergy overlapping spiritual roles. 
Chapter four identifies structural barriers within the secular medical context 
that socialize physicians to neglect spiritual care of patients. Dialogue with the five 
overlapping Christian themes yields a more integral vision of the relationship 
between spiritual care and medical practice.  
  
 
xi 
The final chapter proposes a spiritual care model for Christian physicians 
rooted in a Christian definition of spirituality, informed by theologies of spiritual 
guidance, and attentive to the structural complexities of the secular academic 
medical context. The chapter also suggests implications for future scholarship.  
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CHAPTER ONE 
 
THE SPIRITUAL CARE GAP:   
GATHERING RESOURCES TO ENGAGE THE PROBLEM 
 
Research Question 
 
 Recent national palliative medical care guidelines outline spiritual care as a 
key component of caring for patients at the end of life.1 Given the central role of 
physicians in the provision for terminally-ill patients, they have been implicated as 
having a key role in providing spiritual care.2  However, though national spiritual care 
guidelines contain explicit mandates for healthcare providers (e.g., performing 
spiritual assessments; inquiring about the role of religion/spirituality in illness and 
treatment; providing care that fosters patients’ spiritual as well as physical well-
being; screening for spiritual concerns; and making referrals to pastoral care 
providers) there is less reflection to guide the provision of spiritual care by 
physicians in light of their own spiritual tradition.  Hence, the central aim of this 
dissertation is to address the question: How might Christian physicians, in dialogue 
with theological norms and visions within the Christian tradition, incorporate spiritual 
care as a dimension of their medical practice in a secular, academic medical 
context?  Embedded within this question are other considerations requiring 
                                            
1
 National spiritual care guidelines are outlined by the National Cancer Institute, National 
Consensus Project for Quality Palliative Care, and the Joint Commission on the Accreditation of 
Healthcare Organizations (JCAHO). 
2
 C. Puchalski and others, "Improving the Quality of Spiritual Care as a Dimension of 
Palliative Care: The Report of the Consensus Conference," J Palliat Med 12, no. 10 (2009). 
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exploration including: How should “spiritual care” be defined? What specific 
practices might spiritual care entail in this context? What effect does the secular, 
academic medical context have on spiritual care understandings?  This study will 
engage such questions through a dialogue with texts in a classical Christian 
tradition, with the aim of investigating how such a dialogue with this tradition could 
illuminate understanding of the spiritual care role of the Christian physician in 
contemporary secular, academic medical contexts.  
 Research studies indicate that (a) 50-95% of cancer patients view 
religion/spirituality (R/S) as personally important1 and that 66-83% of patients want 
their physicians to inquire about religion/spirituality (R/S) at least at some point 
during care, in particular when patients face life-threatening illness2, and (b) that R/S 
plays an important role in positive cancer coping, is associated with improved quality 
of life, and improves symptom tolerance.3  Patient openness to receiving spiritual 
                                            
1
 T. L. Gall and M. W. Cornblat, "Breast Cancer Survivors Give Voice: A Qualitative Analysis 
of Spiritual Factors in Long-Term Adjustment," Psychooncology 11, no. 6 (2002), Pargament KI. 
Jenkins RA, "Religion and Spirituality as Resources for Coping with Cancer," Journal of Psychosocial 
Oncology 13, no. 1/2 (1995), JR Peteet, "Religious Issues Presented by Cancer Patients Seen in 
Psychiatric Consultation," Journal of Psychosocial Oncology 3 (1985), J. A. Roberts and others, 
"Factors Influencing Views of Patients with Gynecologic Cancer About End-of-Life Decisions," Am J 
Obstet Gynecol 176, no. 1 Pt 1 (1997). 
2
 J. W. Ehman and others, "Do Patients Want Physicians to Inquire About Their Spiritual or 
Religious Beliefs If They Become Gravely Ill?," Arch Intern Med 159, no. 15 (1999), C. Kalb, "Faith 
and Healing:  Can Religion Improve Health?," Newsweek, November 10 2003, D. E. King and B. 
Bushwick, "Beliefs and Attitudes of Hospital Inpatients About Faith Healing and Prayer," J Fam Pract 
39, no. 4 (1994), G. McCord and others, "Discussing Spirituality with Patients: A Rational and Ethical 
Approach," Ann Fam Med 2, no. 4 (2004), T. McNichol, "The New Faith in Medicine," USA Today, 
April 7 1996. 
3
 L. Baider and others, "The Role of Religious and Spiritual Beliefs in Coping with Malignant 
Melanoma: An Israeli Sample," Psychooncology 8, no. 1 (1999), T. A. Balboni and others, 
"Religiousness and Spiritual Support among Advanced Cancer Patients and Associations with End-
of-Life Treatment Preferences and Quality of Life," J Clin Oncol 25, no. 5 (2007), M. J. Brady and 
others, "A Case for Including Spirituality in Quality of Life Measurement in Oncology," 
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care combined with its clinical relevance have prompted the National Cancer 
Institute to promote the practice of spiritual history taking,4 the National Consensus 
Project for Quality Palliative Care to issue clinical practice guidelines for spiritual, 
religious, and existential aspects of care,5 and the Joint Commission on the 
Accreditation of Healthcare Organizations (JCAHO) to standardize spiritual 
assessments for health organizations.6  However, surveys indicate that a large 
majority of oncologists have not responded to these guidelines in their actual 
practice of oncology.7  Several studies indicate that oncologists encounter barriers in 
providing spiritual care.8  There also remains uncertainty concerning professional 
roles and boundaries connected to the spiritual care of cancer patients.9  
                                                                                                                                       
Psychooncology 8, no. 5 (1999), S. P. Cotton and others, "Exploring the Relationships among 
Spiritual Well-Being, Quality of Life, and Psychological Adjustment in Women with Breast Cancer," 
Psychooncology 8, no. 5 (1999), S. Feher and R. C. Maly, "Coping with Breast Cancer in Later Life: 
The Role of Religious Faith," Psychooncology 8, no. 5 (1999), Gall and Cornblat, M. T. Halstead and 
J. I. Fernsler, "Coping Strategies of Long-Term Cancer Survivors," Cancer Nurs 17, no. 2 (1994), R. 
A. Jenkins and K. I. Pargament, "Cognitive Appraisals in Cancer Patients," Soc Sci Med 26, no. 6 
(1988), C. S. McClain, B. Rosenfeld, and W. Breitbart, "Effect of Spiritual Well-Being on End-of-Life 
Despair in Terminally-Ill Cancer Patients," Lancet 361, no. 9369 (2003), C. J. Nelson and others, 
"Spirituality, Religion, and Depression in the Terminally Ill," Psychosomatics 43, no. 3 (2002), Peteet. 
4
 http://www.nci.nih.gov/cancertopics/pdq/supportivecare/spirituality 
5
 http://www.nationalconsensusproject.org.  The guidelines call for assessment and 
appropriate response to patient’s spiritual needs including on-going exploration of spiritual concerns, 
support so spiritual care needs and goals, facilitation of contacts with R/S communities as desired by 
patient, encouragement of patient to use his or her religious symbols, and referrals to professionals 
with specialized knowledge in spiritual care. 
6
www.jointcommission.org/AccreditationPrograms/Hospitals/Standards/FAQs/Provision+of+C
are/Assessment/Spiritual_Assessment.htm 
7
 Balboni and others, K. E. Steinhauser and others, "Factors Considered Important at the End 
of Life by Patients, Family, Physicians, and Other Care Providers," Jama 284, no. 19 (2000). 
8
 J. L. Kristeller, C. S. Zumbrun, and R. F. Schilling, "'I Would If I Could': How Oncologists and 
Oncology Nurses Address Spiritual Distress in Cancer Patients," Psychooncology 8, no. 5 (1999), 
Judith Allen Shelly, Spiritual Care:  A Guide for Caregivers (Downers Grove: Intervarsity, 2000). 
9
 D. P. Sulmasy, "A Biopsychosocial-Spiritual Model for the Care of Patients at the End of 
Life," Gerontologist 42 Spec No 3 (2002). 
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 Underlying these issues are theologically latent questions deserving 
further exploration. (1) How should spiritual care be defined?  What sources should 
be used to define spiritual care?  What are the specific beliefs and practices 
delineated from those sources?  (2) Who is responsible to provide spiritual care?  
On what grounds should professional roles in the medical context be delineated in 
relation to spiritual care? (3) Is there a role for the oncologist’s personal R/S when 
engaging the spirituality of cancer patients?  Should oncology providers be private 
with their personal R/S?  Is there a Christian understanding of the medical vocation 
that suggests more explicit engagement with patient spirituality and more explicit 
expression of the physician’s spirituality? (4) Why is there a gap between clinical 
practice guidelines and actual oncology practice?  Are there unconscious 
presuppositions functioning in academic, secular oncology practice engendering 
barriers to the provision of spiritual care despite guidelines?  And how can such 
spiritual care barriers be overcome? 
 
Presuppositions Guiding the Project 
 
 The dissertation will examine these issues guided by four theological 
presuppositions regulating the project.   
 First, it is hypothesized that the spiritual care of the sick is a theologically 
oriented question requiring recourse to a theological tradition’s methods and 
sources.  Theology is a tradition-mediated rationality requiring appeal and argument 
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from within a specific tradition rather than autonomously apart from it.10 Thus, 
this dissertation explores the practice of the Christian physician in contemporary 
medical contexts in a critical dialogue with significant texts from the Christian 
tradition, with the aim of articulating a tradition-specific vision of the spiritual care 
dimension of the physician’s role. The selection and analysis of texts is guided by 
Thomas Oden’s understanding of the “classical, consensual Christian tradition.11 As 
will be shown, the selection and analysis of the texts will be shaped by Oden’s 
theological method.  A consensual method attempts to carefully listen to the whole 
church when deliberating over questions of apostolic tradition.  Locating the 
apostolic tradition follows a consensual approach that is multi-cultural 
(“everywhere”), inter-generational (“always”), and broadly agreed upon (“by all”) – 
characteristics that together form a matrix by which to discern the continuities 
existing throughout the Christian tradition.  While these four texts do not constitute a 
consensual tradition, the dissertation explores (as a more preliminary question) 
whether a consensus exists among the texts around certain themes.  
 Second, the audience for this project particularly addresses those Christian 
physicians who already consider it important for Christian faith and medical practice 
                                            
10
 George A. Lindbeck, The Nature of Doctrine : Religion and Theology in a Postliberal Age, 
1st ed. (Philadelphia: Westminster Press, 1984), Alasdair C. MacIntyre, After Virtue : A Study in Moral 
Theory, 2nd ed. (Notre Dame, Ind.: University of Notre Dame Press, 1984), Alister E. McGrath, The 
Science of God : An Introduction to Scientific Theology (London: T&T Clark International, 2004), John 
Milbank, Theology and Social Theory : Beyond Secular Reason, Signposts in Theology (Cambridge, 
Mass.: Blackwell, 1990), Lesslie Newbigin, The Gospel in a Pluralist Society (Grand Rapids, Mich.: 
W.B. Eerdmans, 1989). 
11
 Thomas C. Oden, Classical Pastoral Care, 4 vols. (Grand Rapids, Mich.: Baker Books, 
1994), Thomas C. Oden and Don S. Browning, Care of Souls in the Classic Tradition, Theology and 
Pastoral Care Series. (Philadelphia: Fortress Press, 1984). 
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to include some level of integration.  The concept of integration within this 
project is defined by Roman Catholic and Protestant physicians who agree with the 
statement “My R/S beliefs influence my practice of medicine.”  The term “integrated” 
refers to the concept that R/S and medicine hold an integral relationship to each 
other, and that this relationship impacts a physician’s medical practice and clinical 
encounters with patients.  There are some Christian physicians who may disagree or 
are neutral toward an affirmation that R/S beliefs influence medical practice.  The 
overall argument of the dissertation does not have this audience particularly in view.  
Rather than arguing whether R/S and medicine should be integrated, it focuses on 
the particular challenges facing Christian physicians who already affirm to some 
extent an integrated relationship between R/S and medicine.  This study investigates 
why spiritual care is infrequent and possible ways to address spiritual care barriers 
and problematic contexts of spiritual care.  Christian physicians who are “neutral” 
toward or who oppose the concept of R/S influencing medical practice may still have 
some interest in these issues. 
 Third, the dissertation assumes that there are two broadly conceived 
Christian orientations engaging the nature, content, and sources for spiritual care: 
anthropological and countercultural.12  Both theological orientations generally follow 
the characteristics outlined by Bevans in Models of Contextual Theology in which he 
describes two possible theological orientations termed creation-centered and 
                                            
12
 See definition section later in this chapter for further discussion. 
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redemption-centered.13  The dissertation will seek to compare how both 
approaches conceptualize spiritual care within the Christian tradition and engage the 
problematic within a secular, academic medical context.   
 Fourth, the specific questions of the proposal are most adequately 
researched through the methods and goals found in the field of practical theology. 
Practical theology is a diverse field, incorporating multiple approaches and research 
orientations.14  This study draws heavily upon the work of Don S. Browning, who 
was influential in the resurgence of practical theology as an academic discipline 
since the 1980s. Browning highlights the theory-laden character of all practice and 
provides a hermeneutical method for critically and constructively correlating 
contemporary contexts with practices and texts from the Christian tradition with the 
aim of forming and transforming those individuals and contexts.   
 Along with many other recent practical theologians, Browning rejects an 
application model, in which the practical theological task was simply to apply 
knowledge gained from biblical, historical, and systematic theology. He also 
advances a public role for practical theology, moving away from a “clerical 
paradigm,” in which practical theology focuses primarily on the training of pastors in 
the arts of ministry.15  This dissertation is an example of a practical-theological 
                                            
13
 Stephen B. Bevans, Models of Contextual Theology, Rev. and expanded ed., Faith and 
Cultures Series (Maryknoll, N.Y.: Orbis Books, 2002). 
14
 Ganzevoort, R. Ruard. “Forks in the Road when Tracing the Sacred: Practical Theology as 
Hermeneutics of Lived Religion.” Presidential Address, International Academy of Practical Theology, 
August 3, 2009.  
15
 Don S. Browning, A Fundamental Practical Theology : Descriptive and Strategic Proposals 
(Minneapolis: Fortress Press, 1991). Edward Farley, Theologia : The Fragmentation and Unity of 
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project that follows both of these emphases.  Rather than an applied model, the 
dissertation attempts to seriously consider how the contemporary context might 
require an alteration to past Christian beliefs and practices.  Moreover, the project 
goes beyond a clerical paradigm as it directly engages an area of study (academic 
medicine) with theological implications for the training and practice of those with 
vocations outside of ordained religious leadership, in a distinct part of the university.  
  In addition, the use of the social sciences in the work of practical theology is 
an important issue in the field. As will be seen in Chapter two, the dissertation is in 
dialogue with empirical data from a quantitative survey of cancer patients and their 
health care providers – with specific attention to physicians. Critical conversation 
with this data follows most closely Swinton and Mowat’s view that the relationship 
characterizing practical theology and empirical research should be one of 
“hospitable conversation,” “conversion” of empirical methods for “service to God,” 
and “critical faithfulness” which acknowledges the divine givenness of Christian 
revelation but also retains the ability to critique Christian understandings of 
experience and situations.16 Approaches that have understood sociology to be 
based on a “methodological atheism”17 have been critiqued by Swinton/Mowat and 
                                                                                                                                       
Theological Education (Philadelphia: Fortress Press, 1983). On recent debates about this move away 
from the “clerical paradigm”, see Bonnie Miller McLemore, “The ‘Clerical Paradigm’: A Fallacy of 
Misplaced Concreteness?” IJPT 11, no. 1 (June 2007): 19-38. 
16
 John Swinton and Harriet Mowatt, Practical Theology and Qualitative Research (London: 
SCM, 2006), 91ff. 
17
 Peter L. Berger, The Sacred Canopy : Elements of a Sociological Theory of Religion, [1st 
ed. (Garden City, N.Y.: Doubleday, 1967), 180ff. 
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Browning.18  Based on this critique, the dissertation presupposes a relationship 
of “conversion” and “critical faithfulness” to the social sciences.  However, rather 
than following a mutually critical correlation in which the social sciences have equal 
normative weight as the tradition, the project follows what Swinton/Mowat describe 
as a “revised critical correlation.”19  There is an asymmetrical relationship between 
sources of theology versus sources from the social sciences, with theology holding 
more normative weight. At the same time, the social sciences (conceived within a 
“hospitable conversion”) provide real data that can critique and alter received 
Christian interpretations and practices.  
 Another important characteristic of practical theology is that it aims for 
transformation.  Scholars within the field at times may emphasize differing goals 
including social and individual transformation,20 social justice liberation,21 public 
                                            
18
 Browning has argued that the human sciences contain a quasi-theological component 
within their method since non-empirical hermeneutical interpretation operates at the “horizon” of each 
discipline and “the horizon influences the center”. Don S. Browning, A Fundamental Practical 
Theology : Descriptive and Strategic Proposals (Minneapolis: Fortress Press, 1991), 90-1. In my own 
understanding of empirical research, there are embedded theological presuppositions that provide 
direction in the specific content within any sociological questionnaire as well as theological 
presuppositions that influence data analysis and subsequent interpretation.  This is the case in both 
qualitative and quantitative research. 
19
 The authors reject a mutually critical correlation on the basis that Christian theology owes 
its origin to a “realist ontology,” meaning that “God really speaks through the biblical witness; i.e., that 
there is such a thing as divine revelation.” But the authors also make it clear that “doing theology is an 
interpretative enterprise within which divine revelation is interpreted by human beings who are fallen, 
contextually bound and have a variety of different personal and denominational agendas.” Swinton 
and Mowatt, 88-9. 
20
 Don S. Browning, A Fundamental Practical Theology : Descriptive and Strategic Proposals 
(Minneapolis: Fortress Press, 1991) 
21
 Ada María Isasi-Díaz, Mujerista Theology : A Theology for the Twenty-First Century 
(Maryknoll, N.Y.: Orbis Books, 1996). 
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articulation of community practices,22 spiritual formation of the church,23 and 
“faithful participation in the continuing gospel narrative.”24  Each of these aims is 
potentially noteworthy for research in practical theology.   While these aims are not 
mutually exclusive, it is likely that the scope of most projects may make it feasible to 
accomplish only one or two of the aims.  It is important to realize that the differing 
aims may require unique research methods, construction of distinct arguments, and 
focus on specific audiences that may have unique sets of questions and rely on 
different sets of norms.  The aim for this dissertation is to articulate for Christian 
physicians – more specifically those who believe that their R/S beliefs shape their 
medical practice -- a Christian spirituality of medicine and a clinically oriented 
practice of spiritual care for terminal patients within secular medical settings. The 
audience and aims shape the methods, direction, and practical strategies provided 
within the scope of this project.  While other aims are clearly important and worthy of 
extended reflection (e.g., such as how to make a publicly rational argument based 
on later findings), this project circumscribes itself to this particular purpose. 
 Consequently, as a project within the field of practical theology, the 
dissertation follows four sub-movements outlined by Don S. Browning in A 
Fundamental Practical Theology:  descriptive theology, historical theology, 
                                            
22
 Elaine L. Graham, Transforming Practice : Pastoral Theology in an Age of Uncertainty 
(London ; New York: Mowbray, 1996). 
23
 James N. Poling and Donald Eugene Miller, Foundations for a Practical Theology of 
Ministry (Nashville: Abingdon Press, 1985). 
24
 Swinton and Mowatt, 10. 
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systematic theology, and strategic practical theology.25  By following this 
practical-theological structure, the dissertation seeks to explore the problem through 
four inter-related research questions: 
1. Descriptive theology:  How do Christian physicians currently understand their role 
in relation to spiritual care?  What is the frequency of physician spiritual care?  
What are the perceived barriers impeding physicians from offering spiritual care 
in the secular oncology context? 
2. Historical theology:  How have significant texts in the Christian tradition 
envisioned the relationship between the Christian physician and the provision of 
spiritual care?  What understandings of spiritual care and what norms for practice 
can be identified?  
3. Systematic theology: What theological visions, complexities, and ideals for 
practice emerge when one puts into conversation spiritual care as classically 
conceived in the selected historical literature and the contemporary experience 
(attitudes, practices, and barriers) of Christian physicians related to spiritual care 
in the secular, academic oncology setting? 
4. Strategic practical theology:  What theory-laden practices may resist or overcome 
the barriers encountered by Christian physicians in the secular academic medical 
context? How might physician spiritual care be practiced clinically within concrete 
patient situations? 
 Hence, the dissertation will attempt to offer a practical-theological exploration 
                                            
25
 Browning. 
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of how Christian physicians might engage cancer patients in spiritual care in 
secular, academic settings. 
 
A Legacy and Current Obstacles 
 This research goal--exploring how Christian physicians can provide spiritual 
care in secular, academic medical contexts-- will be met with considerable 
skepticism.26  The dominant model according to Sulmasy is a “parallel track model” 
in which physicians care for patients’ physical needs only and chaplains/clergy care 
for souls.27  Historians locate a growing gulf between spirituality and medicine 
spurred on by the development of scientific medicine during the seventeenth and 
eighteenth centuries.  The rise of scientific medicine led to a dramatic shift in 
attitudes toward authority, epistemology, and theological anthropology that reshaped 
the medical profession.28  The Enlightenment age brought fresh optimism that 
scientific medicine could, in the words of Francis Bacon (d.1626), bring “relief of 
man’s estate.”  This hope eventually developed for some into a quasi-religious belief 
that medical science could bring about “human emancipation, ensuring freedom 
from suffering, want, and fear.”29  With the promise of scientific medicine to bring 
freedom from suffering came a strong disdain for prior authorities viewed as 
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hampering scientific progress, including a subsequent rebellion against biblical 
and ecclesiastical authorities, Aristotelian philosophy, and Galenic (i.e., Hippocratic) 
medicine.  In its place, medicine followed an epistemology that emphasized an 
empirical approach of observation and validation through experimentation.  Newton’s 
mechanical philosophy stressed the laws of cause and effect, promoting a 
philosophy of reductionism – a philosophy purporting that all complex phenomena 
can be explained in terms of their summative parts.   Descartes’ dualistic 
anthropology also played a major role in shaping the new scientific medicine, as the 
sharp demarcation between mind and body undergirded the thrust of scientific 
inquiry into the material world.  By conceiving the human body principally as 
machine, physicians became cultivated in a radically new paradigm of professional 
responsibilities.  Together the philosophies of the new scientific medicine led to a 
slow but categorical shift in the aims and focus of physicians.  The Enlightenment 
did not necessarily breed disdain among physicians toward religion.30  Rather, it 
further propelled the profession as a whole into a dualistic social function following a 
perceived pattern of body and soul.  Spirituality – as the expression of the immaterial 
reality of humanity – was increasingly secondary to the profession with a primary 
aim of addressing material matters and means.   Ironically, the dualism fostered by 
many during this time did not imply a philosophical materialism, but bolstered a 
theological belief in the immortality of the soul and the absolute necessity of an 
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“immaterial principle.”31  However, on a social and functional level the 
profession became increasingly aligned with a material scientific focus, and 
consequently, physicians became more focused on cure rather than care.32  These 
shifts in medical philosophy left little room to address the spiritual dimensions of the 
practice of medicine or patients’ experience of illness.33 
 Consequently, these shifts within the profession over the past several centuries 
have led to significant barriers in the provision of spiritual care by physicians.  While 
in more recent years there has been an important increase in discussion of the 
relationship between medicine and R/S, research indicates that physicians in actual 
practice do not value the importance of spiritual care, do not regularly participate in 
the spiritual care of patients, and are unsure how to approach or engage the spiritual 
needs of their patients.34  In a nationwide survey by Curlin et al. physicians (n = 
1144) were found to be more likely to attend religious services than the general 
population (90% vs. 81%).  However, they were less likely to say they “try to carry 
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their religious beliefs over into all other dealings in life” (58% vs. 73%), twice as 
likely to “cope with major problems in life without relying on God” (61% vs. 29%), 
and twice as likely to describe themselves as spiritual, not religious (20% vs. 9%).35  
Curlin’s survey would appear to indicate that though physicians generally have a 
higher frequency of religious attendance, they tend to approach medicine with a 
privatized religious faith. Secular rationality resists appeal to arguments depending 
on confessional authority.  Instead, it is a manner of reasoning in which public 
discussions follow a “set of objective, neutral principles by which objective, universal 
judgments can be made.”36  If the oncology profession’s roles, responsibilities, and 
boundaries are primarily guided by secular rational thought, then this serves as a 
possible explanation for why physicians are more apt to privatize personal faith and 
are disinclined to engage patients’ R/S.  This possibility is significant because it 
raises important theological questions about how a Christian vision of spiritual care 
within medicine is altered or changed when the medical profession conforms to 
secular rationality.  It also raises the question concerning the theological 
compatibility between a Christian practice of medicine and secular rationality.  Must 
a Christian conception of medicine be somehow dependent on Christian language, 
symbols, concepts, and practices?  Or might professional roles and responsibilities 
                                            
35
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be primarily shaped by non-confessional language and concepts yet retain its 
connection to a Christian theology of spiritual care by Christian physicians?  
 The role of secular rationality and pluralism in the academic oncology context 
also potentially influences both the frequency and manner of spiritual care offered to 
cancer patients by caregivers.  Some Christian physicians working in the academic 
medical context have admitted to fear and confusion when deliberating the 
relationship between personal faith and a secular, academic medical ethos.37  
Despite national guidelines requiring spiritual care from physicians, there continues 
to be perceived barriers limiting the frequency of spiritual care and influencing the 
manner of its implementation. These perceived barriers engender uncertainty about 
how to practice spiritual care in general and in what ways spiritual care should relate 
to one’s own R/S tradition.38  Barriers commonly cited include:  (1) lack of expertise 
and training, (2) the risk of coercion because of asymmetry of power and knowledge 
between patients and physicians, (3) patient anticipation of a material/body 
orientation, (4) the complexity of a plural, non-sectarian environment, (5) lack of 
time, (6) need for practitioner objectivity and distance, and (7) pressure from 
colleagues and medical staff that spiritual topics are inappropriate for the medical 
context.39  These complexities have led some physicians, including Christian 
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providers, to infrequently address patients’ spiritual needs despite national 
guidelines.40   
 
Gathering Resources for the Project 
 
 Despite skepticism that some might hold toward this project, there are others 
within the medical profession who may have interest in the research question.41  
Thus, other scholarly resources are needed in order to further engage the question.  
Hence, the dissertation will draw from literature within fields of (1) spirituality, (2) 
spiritual guidance, and (3) contextual theology in order to assist in engaging the 
problem.  The rest of this chapter will introduce key ideas from literature within these 
areas of study. 
 
1.  Definitions of Spirituality and Spiritual Care 
Context-Free Approaches to Defining Spirituality 
 The research question draws attention to the fact that the physicians being 
considered are “Christian.” Notably, in most discussions within the medical literature 
the spiritual background of the physician is often not considered an essential issue.  
This is likely the case because of underlying definitions of R/S. Cultural and religious 
pluralism within contemporary American life may influence definitions of spirituality 
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and spiritual care, particularly the manner in which caregivers engage the 
spiritual needs of cancer patients.  Some assert that spiritual care should be 
underpinned not by a historically rooted spirituality, but by a generic spiritual model.  
Hall and others have described this as a context-free approach to conceptualizing 
spirituality.42  This anthropological approach toward spirituality understands 
spirituality to be rooted in the human person prior to religious or theological 
formulation.43  Schneiders states that spirituality “has become a generic term for the 
actualization in life of the human capacity for self-transcendence, regardless of 
whether that experience is religious or not.”44  She argues that spirituality is a human 
seeking after self-transcendence cutting across cultural and religious traditions.45 But 
Schneiders also emphasizes that spirituality is inaccessible without the aid of 
theological traditions.  In contrast, other authors argue that spirituality is independent 
of theological tradition.  Peter Van Ness serves as an example of a scholar who 
approaches spirituality as fundamentally independent of and without necessary 
engagement with a theological tradition.  He argues that spirituality itself is (1) 
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derived phenomenologically rather than metaphysically or institutionally, and (2) 
moves toward a psychological telos of human immanence.46  Strongly demarcated 
definitions of spirituality in contrast to religious traditions can lead to spiritual care 
models that subordinate historically rooted, theologically derived religious beliefs, 
symbols, and expressions.47   
 Anthropological understandings of spirituality derived independently from 
religious traditions have developed in correspondence with a widening recognition of 
the diverse cultural and religious practices and beliefs operating in American 
society.48  Observers suggest that it enables dialogue among different religious 
groups by emphasizing the common starting point of a shared humanity.49  The 
approach has an ability to soften stark differences avoiding unnecessary conflict.  Its 
emphasis can inform and challenge static aspects of a tradition’s beliefs and 
practices that fail to adequately account for human experience or new challenges 
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that arise from new contexts.50  Finally, understandings of spirituality 
disconnected from religious traditions aim to include those who do not indisputably fit 
within religious categories or definitions.51  Such inclusion, consequently, beneficially 
enables spiritual care to be provided in pluralistic contexts to those who either do not 
identify with religion or are alienated from their religious communities. 
 
Theological and Social Scientific Perspectives: Collaborative Approaches to Defining 
Spirituality 
 
 While Van Ness strongly demarcates spirituality and religious tradition on 
theoretical and methodological levels, other scholars argue for a collaborative or 
even interdependent partnership between phemenological approaches to defining 
spirituality and definitions derived from explicitly theological considerations. Both 
Sandra Schneiders and Daniel Sulmasy serve as key examples of spirituality 
scholars who, while arguing for a significant anthropological component to the study 
of spirituality, recognize the important role for religious traditions and the discipline of 
theology as interdisciplinary partners with a social scientific understanding of 
spirituality.52  In Schneiders’ view, the study of spirituality is a hermeneutical process 
in which anthropology and theology mutually work together to describe, critically 
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analyze, and constructively interpret with an aim toward contemporary 
transformation.53 Sulmasy’s definition of spirituality (“the characteristics and qualities 
of one’s relationship with the transcendent”) would appear to be dependent upon 
theological sources – particularly those religious traditions or philosophies that 
directly appeal to a transcendent source – with distinction from an individual’s 
subjective, personal definition.  This is especially clear in Sulmasy’s definition 
because he describes those who are atheists to be “spiritual” based exactly upon a 
relational rejection of God.54    
 Some have critiqued approaches to spirituality that de-contextualize 
spirituality,55 incorrectly envision spirituality as being non-institutional and a-
theological,56 disguise the identity and religious integrity of patients and 
practitioners,57 and diminish spirituality into a functional tool subservient to bodily 
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health.58  Those who resist such definitions of spirituality are concerned that 
without complementary approaches to understanding spirituality such as the 
historical-contextual and theological, an anthropological approach to understanding 
spirituality risks an unhealthy reductionism of knowledge.59 Similarly, Hall and others 
warn in relation to measurement tools, “Without close attention to the particularity of 
specific faith traditions, ’universal’ measures of spirituality override distinctive norms 
and contribute to the loss of verifiable knowledge.”60  Thus, other spirituality scholars 
have argued for a dialectical and inter-dependent relationship between religion and 
spirituality.61  Hall and others conclude, “Spirituality as such does not exist on its 
own, and neither does religiousness-in-general, because both are always ordered 
toward some end.”62 Likewise, building on the viewpoint that human spirituality is 
independent of religion and theology, some have argued that spiritual care can be 
provided autonomously from theological presuppositions or religious traditions.63  
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However, against this view of spiritual care, others have claimed that the nature 
of spiritual care must be inherently informed by religious traditions and/or specific 
human ends.64   
 
Operating Definitions within the Project 
 The empirical definition of spirituality guiding this project, based on the 
Religion/Spirituality Cancer Care (RSCC) Study, is “a search for and/or a connection 
to what is divine or sacred (for example, God or a higher power).”  Following Hall, 
Koenig, and Hufford, this study assumes that ultimately spirituality cannot be 
disconnected from particular contexts, normally expressed within religious 
traditions.65  The RSCC study defines religion as “a tradition of spiritual beliefs and 
practices shared by a group of people.”  Key differences between spirituality and 
religion include individual spiritual experiences versus communal emphases, and 
actual lived spiritual beliefs and practices versus their ideal conceptions within 
religious understanding. In its systematic and strategic movements, the dissertation 
moves to articulate a Christian spirituality of medical practice that is grounded in a 
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tradition-specific understanding of spirituality: “Life centered in God, who is both 
transcendent and immanent...entail[ing] openness to and growth in this life, so that 
we are led into a deeper intimacy with God through Jesus Christ and sustained by 
the continuing grace of the Holy Spirit in loving community.”66 
 While recognizing that differences in definition between spirituality and 
religion are important, stressing their differences raises problems. When using 
empirical approaches, the identification of groups such as “spiritual, not religious” 
can be problematic. While it is clear that such persons reject identification with a 
religion, there is little positive information on their actual beliefs and practices, the 
persons or objects that center their lives, or how they compare to others within the 
same group.  On the other hand, there is also a theological problem related to 
definitions of spirituality and religion when an explicitly Christian definition of 
spirituality is followed.  How are persons to be classified when presupposing the 
ontological reality of Christian claims if they do not base their lives on the Trinitarian 
God revealed in the Christian religion? An implication of a Christian definition of 
spirituality is that everyone is spiritual, since they have been created by God as 
spiritual beings with a telos to worship, serve, love, and be loved by the Trinitarian 
God – “life centered in God.”67 Moreover, since everyone is spiritual, everyone must 
also be religious – referring to the communal, institutional, and historically extended 
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dimensions of an individual’s spirituality.68  These normative claims are in 
tension with surveys that typically provide classification schemes creating groups 
such as “spiritual, not religious” and “not spiritual, not religious.” One of the 
implications of defining spirituality in collaboration with Christian understandings is 
that empirical questions that might categorize a person as “spiritual, not religious” or 
“not spiritual, not religious” become nonsensical when viewed through a normative 
lens grounded in a Christian understanding of God.  It is not that these categories 
are entirely unhelpful, but they mis-categorize persons because their life’s center 
remains undisclosed, leading to the loss of key data.  Those who are “spiritual, not 
religious” and “not spiritual, not religious” are indeed searching for and connected to 
some reality which they deem divine or sacred – and their lives are actually lived 
based on some centering reality (or realities).  Their orientation is as spiritual and as 
religious as someone who identifies with Christian spirituality and its communities.  
While one may criticize this point since it would appear to improperly introduce 
normative claims into empirical research, it is important to stress that description 
cannot avoid inserting non-empirical norms.69   
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Therefore, the dissertation proposes a second definition of spirituality (in 
distinction from the RSCC definition), which presumes the ontological reality of the 
Christian tradition, and asserts that everyone is spiritual (and religious).70   Based on 
this normative claim, a person’s spiritual life can be defined as life centered in the 
person(s) and/or object(s) of one’s chief love -- however individually understood and 
pursued.  Life centered in other persons or objects beside the Trinitarian God may 
be judged as either insufficient or (potentially) idolatrous.  Based on the ontological 
reality of God, everyone is spiritual because everyone centers life on God or 
something substituted for God – no matter how ordered or disordered that thing may 
be in comparison to God.  The RSCC definition of spirituality is the operating 
definition in Chapter two for the collection of data.  However, the subsequent 
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Chapters are oriented around the definition provided immediately above, that 
will form the basis for conceptualizing spiritual care in Chapters Four and Five. 
 
Conceptualizing Spiritual Care 
  In the RSCC study, spiritual care from physicians is defined as “care that 
supports a patient’s spiritual health.”  This definition of spiritual care is intentionally 
vague in order to inductively derive the content of spiritual care according to the 
viewpoints of those surveyed.71  In congruence with the relationship of the RSCC 
study’s and this dissertation’s definitions of spirituality, a second definition of spiritual 
care is devised in light of the ontological reality of the Christian tradition, with 
practical consideration of the RSCC study’s definition of spiritual care. Hence, this 
dissertation defines spiritual care as care that supports the health of a patient’s life 
centered in the person(s) and/or object(s) of one’s chief love -- however individually 
understood and pursued. 
 How one construes the relationship of one’s own spiritual center and the 
spiritual center of the patient has important consequences for the manner in which 
Christian physicians imagine their spiritual care role and practically engage the 
spiritual needs of cancer patients.  For example, if a patient asks the physician to 
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pray, should the physician pray and in whose name (if any) should the prayer 
be made?  Or if a patient indicates to the physician that cancer is God’s judgment for 
lack of personal devotion, what authorities and content should guide their 
conversation?   While achieving wide-spread agreement on definitions of religion, 
spirituality, and (subsequently) spiritual care is likely impossible -- especially 
between members of distinct religious traditions and metaphysical commitments – 
an important next step for Christian physicians who agree that R/S beliefs influence 
their medical practice is to identify constructive approaches to spiritual care that 
weighs the importance of the Christian tradition and carefully considers the secular, 
academic medical context.   
 
2.  Spiritual Care Metaphors 
 The relationship between the role of physicians and spiritual care also raises 
questions concerning the nature of being a physician and the nature of the patient-
physician relationship.  How are the dynamics of this relationship to be understood 
among the many different ways that persons relate to one another? There are three 
main viewpoints evident in the literature connecting physician professionalism and 
the physician’s relationship to patients in the context of spiritual care.  One response 
limits the physician’s role to performing a spiritual history in order to be aware 
whether R/S is important to the patient.  Spiritual care is then delegated to others in 
the health care team.72  Some who hold this view such as King and Koenig, do allow 
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for occasional spiritual care interventions by the physician but only under 
infrequent conditions.73  A second response, advanced for example by Lawrence 
and Sloan, has argued that dealing with R/S violates professional boundaries of 
physicians, meddles unnecessarily in patients’ private lives, and risks coercive 
proselytism.74  A final view argues that the previous two approaches, though 
opposing one another, hold in common the presuppositions that physicians function 
as health managers and that their primary role is limited to delivering medical 
technologies.  This third view, articulated by Curlin and Hall, argues that within the 
first two views, the physician is presumed to be neutral and the patient autonomous.  
In contrast, the third approach describes the physician as a moral agent, rather than 
strictly a medical technician.75  Curlin and Hall suggest that the physician’s 
engagement with patients should be characterized by “wisdom, respect, and 
candor,” terms these authors contrast with “competence, autonomy, and neutrality,” 
which they argue are the core characteristics envisioned by the first two 
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approaches.76   In their view, the first two approaches envision the doctor-
patient relationship as one between “strangers” with the result that advice is 
technical only and strictly separated by professional boundaries that prohibit 
discussion of moral and spiritual questions.  Spiritual care is therefore outside the 
bounds of the doctor-patient relationship.  On the other hand, Curlin and Hall 
advocate that the doctor-patient relationship should be characterized as one 
between “friends,” a relationship that entails not only medical consultation, but also 
moral and spiritual discussions connected to issues of physical sickness and bodily 
care. 
 The contrasting metaphors describing physicians as either “strangers” or 
“friends” in relation to patients’ spiritual concerns raise important issues for 
consideration.  While Curlin and Hall argue for a “friend” metaphor based on an 
Aristotelian ideal, Robert Veatch has concluded that such an ideal is no longer 
attainable and may not even be desirable in an industrialized, bureaucratic society.77  
Consequently, he argues that the ethics of the physician-patient relationship must 
follow the inevitable metaphor of “strangers” as an unfortunate necessity.  Veatch 
argues that the dynamic of a stranger relationship requires physicians to renounce 
an authoritarian practice of medicine and requires patients to embrace a full and 
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active partnership in the decision-making process.78  However, there may be 
other notable metaphors beside “friends” and “strangers” that physicians in the 
Christian tradition may consider. For example, Daniel Sulmasy, a Franciscan friar, 
physician, and philosopher at the University of Chicago, discusses the metaphor of 
physician “priest.”79  He rejects this as an inappropriate professional metaphor 
because most physicians lack R/S expertise, risk crossing multiple boundaries, and 
potentially reopen doors to medical charlatanism.80  Clearly, less authoritative81 
metaphors are needed in relation to spiritual care since even the concept and role of 
“physician” are becoming more egalitarian.  In its place, Sulmasy suggests that a 
nuanced role as “healer” may help refocus Christian physicians in their practice of 
medicine.82  Healers understand that making a person whole involves attention to all 
of a person’s relationships within the event of illness – seeking to restore those 
relationships, not excluding a patient’s relationship with God.  Likewise, to be a 
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healer recognizes that the physician encounters God “in those in need of 
healing.”83  Finally, Sulmasy suggests that the metaphor of healer in a Christian 
vision understands that all physical healing points to God as its source and “healing 
an individual’s body announces the healing of the Mystical Body of Christ.”84 
 As one considers how best to describe the spiritual care dimension of the 
physician’s relationship to patients, it will be fruitful to engage literature related to 
Christian spiritual guidance and discernment.  Certain metaphors presented within 
the spiritual guidance literature may provide alternative, less authoritative, 
understandings of a spiritual care relationship. Moon and Benner suggest that there 
is a spectrum of spiritual guide roles, ranging from a director taking a low level of 
authority to higher levels of perceived authority.85  
 The term “physician” itself has been associated with higher levels of authority, 
both in the literal care of bodies and in its metaphorical meaning concerning the cure 
of souls.  The role of “physician” has served as a rich biblical metaphor for spiritual 
guidance and cure/care of souls (Jeremiah 8:22; Luke 5:31).  Jesus himself, 
presented in the New Testament with dual power to physically and spiritually heal, 
came to be understood as ”the Great Physician.”86 Early Christians not only believed 
that there was a metaphorical analogy between physical and spiritual sickness and 
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healing, but within God’s mysterious purpose, physical sickness and healing 
were intrinsically “patterned” upon the reality of evil and sin in the world and 
sacramentally embodied forgiveness of sins through the gospel.87 This recognition of 
a connection between physical and spiritual realities led to widespread adoption by 
Christians of the medical analogy. For example, The Rule of St. Benedict draws 
upon this analogy by encouraging the abbot to pursue every “means necessary that 
a wise physician would use” when providing spiritual care to the soul.88 Ferngren 
concludes, “Medicine became one of the most appealing and widely used analogies 
for the Christian cure of souls.89  
 Whereas the adoption of medical ideas and terms became widely used as a 
metaphor for the ministry of clergy, it also may be problematic especially if its 
metaphorical sense is re-applied to the role of physicians of the body.  In other 
words, there are dangers in compressing physicians of the body and physicians of 
souls into a single person’s role and jurisdiction.  There may be too much authority – 
both physical and spiritual – intertwined if medical physicians appropriate for 
themselves spiritual care metaphors that are associated with authority.  This is 
clearly why Sulmasy in part rejects the metaphor of “priest” for the physician since it 
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is often associated with high levels of spiritual authority that most patients and 
physicians may believe are inappropriate for the role of medical physician.  
Sulmasy’s concern insinuates that combining both roles within a single person risks 
a social empowerment that can lead to multiple abuses.  Thus, while physician of 
souls may continue to provide a rich metaphor describing the role of clergy, the 
analogy is less adaptable for medical physicians.  Adopting less authoritative 
metaphors for spiritual care will likely better serve medical physicians and the 
patients they serve.90   
 There are at least three metaphors within the spiritual direction literature that 
Christian physicians may consider in relation to their role in patient spiritual care.  
One potential metaphor is the concept of “midwife” which carries both biblical and 
medical significance.91 According to Kathleen Fischer, a spiritual midwife “assists 
women in giving birth to their own experiences, in making those experiences explicit 
so that they can develop and act on them.”92 Like the natural birth process, a 
spiritual midwife follows a process of patient presence and waiting, anticipates and 
offers interpretation during the moments of transition, provides gentle coaching and 
encouragement as the directee actively works toward final labor, and celebrates at 
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new life.93  Although the midwife has authority through experience, the midwife 
is “not authoritarian” but only “offers interpretation” without imposing a particular 
viewpoint.94  The midwife remains present, at difficult points offers perspective on 
the birthing process, and provides continual encouragement. The midwife provides 
one rich and beautiful metaphor for spiritual direction that avoids authoritative 
associations likely to be rejected in contemporary contexts of medicine. 
 A second notable metaphor for spiritual guide is the role of “host.”  A host is 
one who shows hospitality, particularly to strangers.  Leslie Hay focuses on this 
metaphor when she defines spiritual direction as a “welcoming presence” by which 
one accompanies “others as they attend to God’s presence in their lives.”95  
Conceptualizing spiritual direction within a Benedictine context, Hay shows how 
spiritual direction occurs in a spirit of reciprocity by which the directee becomes 
“Christ” to the director.  This embodies Benedict’s rule in which “All guests who 
present themselves are to be welcomed as Christ.”96  Likewise, Guenther suggests 
that a spiritual guide acts as a reflection of the Heavenly Host as they show 
hospitality to a stranger in need of spiritual direction.  She draws upon this metaphor 
to clarify important characteristics of spiritual direction including being personally 
prepared spiritually, not being hurried, providing confidentiality, listening patiently to 
people’s stories, asking questions that help name a desire or a spiritual concern, 
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providing safe space for confession and pointing to God’s forgiveness, 
connecting the person’s story to God’s redemptive story, and holding a spirit of 
mutuality and shared brokenness.97  The metaphor of being a host to strangers may 
hold particular promise for Christian physicians who cannot control institutional 
structures that generate a stranger relationship between patients and physicians.   
 A third metaphor, closely aligned with Curlin and Hall’s focus on the physician 
as friend, is the metaphor of fellow and fellowship.  Like the previous metaphors, 
fellowship is an egalitarian role that holds little perceived authority.  Van Deusen 
Hunsinger situates her discussion of spiritual discernment in a Christian theology of 
fellowship based in the practice of prayer.98  Providing spiritual guidance to others 
requires compassionate presence and a three-dimensional model for listening – 
listening to God, listening carefully to the person, and listening to one’s inmost self.99  
“Listening to God through the Word of God,” she argues, “begins by calling upon the 
Holy Spirit.”100  Listening and receiving from God is the basis for all fellowship and 
shapes the way Christians pray.  Similarly, a deep, empathic listening to others 
involves a self-emptying practice, creating a bond of fellowship between the speaker 
and listener, and is necessary to fully and accurately intercede for the other in 
prayer.101  Finally, van Deusen Hunsinger argues that self-empathy is a necessary 
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dimension to deeper fellowship with God and others.  One learns to discern his 
or her own anxieties and questions, and moves toward a growing, maturing faith as 
a person in communion with God and others.  This three-fold matrix of listening 
encapsulated through the practice of prayer is a theologically rich way of conceiving 
fellowship and spiritual discernment.  Christian physicians can gain clarity regarding 
their role by adapting the metaphor of fellowship as they engage the spiritual 
concerns of their patients. An emphasis on the practice of listening and prayer also 
provides Christian physicians with a clear and easily understood approach to 
patients’ spiritual concerns. 
 The three metaphors of midwife, host, and fellow provide vivid and promising 
images that can guide Christian physicians as they imagine their role in patient 
spiritual care.  The strength of these metaphors is that they avoid problems 
associated with overtly authoritative images such as “priest” and “physician of souls.”  
The metaphors also helpfully engage larger questions surrounding the patient-
physician relationship being characterized as either one of strangers or friends.  The 
metaphor of “fellow/fellowship” stresses the ideal of adopting a model of friendship 
between physician and patient.  On the other hand, the metaphors of “host” and 
“midwife” concede a real social dynamic that physicians and patients are relative 
strangers to one another. Despite being relative strangers both images hold promise 
in providing a treasury of Christian ideas and practices in relating to strangers, and 
in guiding strangers in spiritual care.  In the final chapter, the dissertation will return 
to the issue of metaphor in light of findings in other chapters, and will suggest that 
  
38 
 
the metaphor of “host” may hold great promise in assisting Christian physicians 
as they receive patients in all their physical and spiritual need.   
 
 3.  Potential Spiritual Care Models:  Anthropological and Countercultural  
   Another potential helpful resource in engaging the dissertation question 
concerns underlying theological presuppositions as they come into contact with the 
context of a secular, academic medical context.  This project will explore the 
question by comparing and contrasting two theological models developed by 
Stephen Bevans in Models of Contextual Theology.102  Bevans argues that there are 
two basic theological orientations toward the issue of human experience, spirituality, 
revelation and context: a creation-centered and a redemption-centered perspective.  
These two theological perspectives potentially capture key differences of emphasis 
as Christian physicians consider how to provide spiritual care to cancer patients.  In 
Bevans’ view, they serve as models that capture certain theological emphases, but 
ultimately should not be employed in a mutually exclusive way.103 
 The creation-centered perspective is best represented by what Bevans terms 
the anthropological theological model. He prefers this term for two reasons.  First, 
anthropos highlights the goodness and potentiality of every person with the 
consequence that “theology chiefly involves attending and listening to that situation 
so that God’s hidden presence can be manifested.”104  Second, the term anthropos 
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relies heavily on the social sciences that are fundamentally orientated around 
the study of human relationships and meaning. “This model, more than any other, 
focuses on the validity of the human as the place of divine revelation and as a 
source (locus) for theology that is equal to the other two sources of scripture and 
tradition.”105 
  According to Bevans the anthropological model is characterized by 
emphasizing (1) a theology of God’s immanence,106 (2) the presuppositions that 
human nature and human culture are good and that divine revelation is primarily 
immanent, (2) that human nature and culture are intrinsically good, (3) that Scripture 
and divine revelation are conditional, (4) its methodological reliance on the human 
sciences as necessary and autonomous sources guiding theology, (5) a practice of 
listening in order to discover within the structure of culture “the very Word of God, 
hidden there like a dormant seed since the beginning of time and ready for sprouting 
and full growth,”107 and (6) the importance of the individual’s unique spiritual 
experience of the divine.  
 Bevans offers a redemption-centered perspective as a contrast to a creation-
centered, anthropological orientation.  The redemption-centered perspective is most 
emphatically represented by a countercultural theological model that stresses the 
contemporary need for western Christian theology to emphasize its antithesis with its 
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culture.  “For a church that has lived long in its environment developing a 
symbiotic relationship with its cultural context, the need of the hour is the call for 
countercultural, so that the church may be freed from its syncretistic 
accommodation.”108  This is not a rejection of culture but what one commentator 
described as a “challenging relevance.”109  A challenging relevance attempts to 
communicate the gospel message avoiding both syncretism and irrelevance.  Thus, 
a successful communication of the gospel will always entail simultaneously “the evil 
twisting of culture” and seeking to restore “good cultural formation.”110 Newbigin 
stresses that the church’s message is not to denigrate culture per se but to oppose 
the power of idols shaping culture and to promote cultural development in 
accordance with the kingdom of God.111  
 The potential implication for Christian physician spiritual care between these 
two contextual models will be made more explicit in the final chapter.  Both models 
move beyond a question of physician roles in relation to spiritual care, and provide a 
theological structure informing the actual content underlying spiritual care. It remains 
to be seen, nonetheless, if either model might beneficially and strategically shape 
the content of spiritual care by Christian physicians in a secular, academic medical 
context.  However, any further theological analysis will first require careful attention 
to the contemporary context, and in particular, Christian physician attitudes 
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concerning the appropriateness of spiritual care and frequency of spiritual care 
practice.  Chapter two moves toward providing this analysis. 
 
Project Definitions 
 
Advanced, incurable cancer patients:  Cancer patients for whom the primary goal of 
treatment is improving quantity/quality of life, not cure.  
RSCC Survey Study Definition of Religion is a tradition of spiritual beliefs and 
practices shared by a group of people (see limitation section for a more detailed 
account of this definition). 
RSCC Survey Study Definition of Spirituality is a search for and/or a connection to 
what is divine or sacred (for example, God or a higher power) (see limitation section 
for a more detailed explanation of this definition). 
RSCC Survey Study Definition of Spiritual Care from doctors is care that supports a 
patient’s spiritual health. 
Dissertation Definition of Spirituality: life centered in the person(s) and/or object(s) of 
one’s chief love -- however individually understood and pursued. 
Dissertation Definition of Spiritual Care is care that supports the health of a patient’s 
life centered in the person(s) and/or object(s) of one’s chief love -- however 
individually understood and pursued.  
Secular, academic oncology context: 
• Secular:   a social structure that prohibits a confessional, religious standpoint 
from being used to engage in truth claims over social beliefs or practices.  
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Instead, the secular follows a rationality based on a belief in principles that 
are empirically derived by which objective, universal judgments can be followed. 
• Academic:  medical institutions affiliated with universities in which physicians 
hold tenure track positions in the universities, conduct clinical research, and 
teach medical students and residents within classroom and clinical settings. 
• Oncology:  a medical subspecialty concerned with curing and caring for 
individuals with cancer. 
 
Limitations 
1.  RSCC Definitions of spirituality and religion:  the chosen definitions for religion 
and spirituality are limited by the definitions previously chosen by researchers of the 
Religion/Spirituality and Cancer Care study (RSCC).112   Distinguishing religion and 
spirituality based primarily on institutional and communal differences remains 
disputed.113  The RSCC definitions may inadvertently reinforce or challenge 
imbedded social structures rather than inductively describe them in their so-called 
brute experience.  There remains no consensus, however, within the sociological or 
theological literature regarding definitions for spirituality or religion.  Instead, every 
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definition should be understood to have strengths and weaknesses.  One of the 
major problems confronted in the design of religion and spirituality surveys is that 
survey participants operate on different, ambiguous meanings of terms causing 
confusion of the collection data.114  This has been notoriously a problem in the field 
of spirituality research as some participants define spirituality in relation to the 
Transcendent, conceived objectively apart from individual perspectives as seen in 
Sulmasy’s definition.115  Whereas others have conducted spirituality research based 
on broader notions of “self-transcendence” or individualistic definitions such as the 
one suggested by Van Ness:  “...The spiritual dimension of life is the embodied task 
of realizing one’s truest self in the context of reality apprehended as a cosmic 
totality.”116  However, such broad definitions, no matter the good intention, create 
irresolvable problems in survey design and empirical analysis because individuals 
may be responding to starkly different definitions within surveys that allowed 
definitions to be open-ended.  For this reason, Harold Koenig has reversed his own 
strategy, calling upon others in the field to focus on context-specific religious beliefs, 
practices, and communities so that there is clarity related to research findings and 
outcome measures.117  A failure to clarify definitions of spirituality risks problematic 
confusion in data collection when attempting to describe human experience.  An 
important strength of the RSCC survey is that it avoids this pitfall by defining religion 
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and spirituality for each participant.  Although the definitions chosen by the 
RSCC study remain debatable, it should be interpreted as a benefit that participants 
are not being asked to insert their own, unstated understanding of these terms.    
2.  Physician focused:  Important historical and professional differences remain 
among health care practitioners.  Thus, limiting the scope to only physicians is 
important because of the potential different expectations that patients have toward 
physicians, in contrast to other health professionals such as nurses, social workers, 
and hospital chaplains. 
3.  “Christian” physicians:  The dissertation focuses on physicians who self-identify 
their tradition as Christian (Catholic and non-Catholic Christian), or who in the “other” 
section use a Christian label (such as “Baptist” or “Pentecostal”).  The dissertation is 
limited by participant self-identification.  Despite the recommendations of Hall et al., 
qualitative analysis by religious experts was not used as part of the survey 
methodology.118  
4.  Geographical bias:  The study population is limited to those practicing in 
Massachusetts, and receiving oncology care in an urban setting.  As Massachusetts 
can be generally characterized as less religious than the national average,119 the 
statistical R/S estimates from the RSCC survey are anticipated to be 
demographically less religious and hold views less likely to favor the 
                                            
118
 Hall, Koenig, and Meador, "Conceptualizing "Religion": How Language Shapes and 
Constrains Knowledge in the Study of Religion and Health." 
119
 Demonstrated in the U.S. Religious Landscape Survey performed by the Pew Forum on 
Religion & Public Life (http://religions.pewforum.org/reports). 
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appropriateness of spiritual care when compared to physicians in the national 
average. 
5.  The secular, academic oncology setting:  The barriers faced by physicians in a 
secular, academic setting will not necessarily be those experienced in a private 
practice, non-oncology, or faith-based setting.  Research has already indicated 
variation in attitudes and practices between medical specialties,120 and secular 
verses faith-based settings.121  Likewise, private medical practice is also more 
autonomously oriented around each physician’s personality and style, while 
academic medicine is more team oriented, teaching focused, and influenced by a 
large bureaucracy and institutional ethos.122   Therefore, the description and 
theological assessment of barriers toward spiritual care in a secular, academic 
oncology setting will not necessarily be generalizable to other medical settings.  
Instead, further research would be required to evaluate barriers to spiritual care in 
other contexts.
                                            
120
 Curlin and others, "Religious Characteristics of U.S. Physicians: A National Survey.", F. A. 
Curlin and others, "Religion, Spirituality, and Medicine: Psychiatrists' and Other Physicians' Differing 
Observations, Interpretations, and Clinical Approaches," Am J Psychiatry 164, no. 12 (2007), F. A. 
Curlin and others, "The Relationship between Psychiatry and Religion among U.S. Physicians," 
Psychiatr Serv 58, no. 9 (2007). 
121
 F. A. Curlin and others, "Following the Call: How Providers Make Sense of Their Decisions 
to Work in Faith-Based and Secular Urban Community Health Centers," J Health Care Poor 
Underserved 17, no. 4 (2006). 
122
 Stephen Pattison, The Faith of the Managers : When Management Becomes Religion 
(London: Cassell, 1997), Stephen Pattison, Values in Professional Practice:  Lessons for Health, 
Social Care and Other Professionals (Oxon, UK: Radcliffe Publishing, 2004). 
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CHAPTER TWO 
MEASURING THE GAP: CONTEMPORARY PHYSICIAN  
ATTITUDES AND PRACTICES OF SPIRITUAL CARE 
 
 
 The aim of this chapter is to empirically describe the self-reported attitudes 
and practices of oncologists regarding the issue of spiritual care of terminally-ill 
cancer patients.  The contribution of the chapter is that it offers unique data on how 
Christian physicians think about and practice spiritual care with dying patients.  Seen 
from within the framework of the larger project, chapter one introduced relevant 
literature associated with spiritual care encountered by Christian physicians within a 
secular, academic medical context. This chapter transitions to the contemporary 
context of physician attitudes and practices within four academic Boston hospitals 
(Brigham and Women’s, Dana-Farber Cancer Institute, Beth Israel Deaconess 
Medical Center, and Boston Medical Center). All four hospitals currently have no 
formal religious affiliation, although this was not always the case.  Brigham and 
Women’s had ties to local Boston Congregational churches in the nineteenth 
century.  Beth Israel Deaconess had Jewish and Methodist connections – although 
these ties no longer formally exist.  Three are teaching hospitals with formal ties to 
Harvard University and Boston Medical Center is affiliated with Boston University.   
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Many physicians who practice within these hospitals hold tenure-track professorial 
rankings with the governing university through their overseeing medical school 
(Harvard Medical School and Boston University School of Medicine).   
 
Description of the RSCC Database 
 The Religion/Spirituality Cancer Survey (RSCC) is a mixed-method, multi-
institutional, cross-sectional survey of 75 randomly selected, terminally ill cancer 
patients, and 209 oncology physicians.1   
Stated Aims of the Study 
 The primary objectives of the study are descriptive and are outlined as follows: 
Specific Aim #1:  To determine if and how oncology physicians perform spiritual care 
when caring for advanced, incurable cancer patients. 
A) Importance of Spiritual Care to Advanced, Incurable Cancer Patients: 
1. To characterize patients’ beliefs regarding the importance of incorporating 
spiritual care into cancer care. 
B) Impact of Oncology Physician Spiritual Care Practices: 
1. To assess the impact of various spiritual care practices as assessed by 
practitioner and patient spiritual care experiences.  
2. To assess, from the patient perspective, how the inclusion of spiritual care 
would impact cancer patients.   
                                            
1 The dissertation as a whole uses the terms “oncologist” and “physician” interchangeably.  
Since the RSCC sample was almost entirely physicians working within the medical field of oncology, 
Chapter Two normally retains this language.  However, the dissertation as a whole normally uses the 
more general term of “physician.”  Implications from this project are relevant to most physicians, both 
generalists and specialists, as they care for terminally-ill cancer patients.  The uniqueness of the field 
of psychiatry, however, may be a notable exception. 
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C) Appropriate Spiritual Care Practices:  
1. To identify spiritual care practices that patients believe are appropriate 
and spiritually supportive for oncology physicians to perform. 
Specific Aim #2:  To characterize oncology physician spiritual care practices. 
A)  Spiritual Care Practices: 
1. To characterize the frequency of spiritual care in the oncology setting from 
a patient and oncology practitioner perspective. 
2. To characterize practitioners’ beliefs regarding the importance of 
performing spiritual care. 
3. To characterize what spiritual care practices practitioners currently believe 
to be their role. 
4. To characterize practitioner barriers to spiritual care practice.  
Specific Aim #3:  To characterize the spiritual care needs of advanced, incurable 
cancer patients. 
A)  Spiritual Care Needs: 
1. To characterize the degree to which patients feel spiritually supported by 
their physicians. 
2. To characterize patients’ spiritual needs. 
Secondary Aims:  Additional aims include the following: 
A)  Advanced, Incurable Cancer Patients: 
1. To assess predictors of spiritual care expectations and needs (e.g. R/S, 
ethnicity, gender, disease variables). 
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2. To characterize patient R/S and the role of R/S in cancer coping. 
3. To assess the relationship of R/S to quality of life and to survival. 
B)  Oncology Physicians: 
1. To assess predictors of spiritual care attitudes and practices (e.g. R/S, 
gender, practitioner type). 
2. To determine if physicians feel they need further spiritual care training, 
and if so, how they could be better prepared. 
3. To determine the impact of physician R/S on their care of advanced, 
incurable cancer patients.   
 
Research Subject Selection 
 
 The samples included 75 incurable cancer patients receiving palliative 
radiation therapy and 209 oncology physicians. 
 
Patient Eligibility 
 Patients eligible for the study were those with an advanced, incurable cancer 
diagnosis for at least 1 month prior to study enrollment and actively receiving 
palliative radiation therapy at one of the participating institutions: Beth Israel 
Deaconess Medical Center (BIDMC), Boston Medical Center (BMC), Brigham and 
Women’s Hospital (BWH), and Dana Farber Cancer Institute (DFCI) are eligible. 
Advanced, incurable cancer patients were patients for whom the primary aim of 
treatment is improving quantity/quality of life, not cure.  The reasonable expectation 
is that the cancer will be the patients’ future cause of death.  Patients were judged to 
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be actively receiving palliative radiation therapy if they have had a consultation with 
a radiation oncologist for palliation and they have consented to initiate radiation 
therapy.  Patients were eligible to enroll at any time between their initial consultation 
and the last day of their radiation therapy.     
 Patients who were judged by their radiation oncology nurse or physician to be 
too weak to perform the questionnaire were not eligible for the study.  The Short 
Portable Mental Status Questionnaire (SPMSQ) was used to assess mental 
competency (no more than 4 errors permitted).  The SPMSQ ensures that patients 
had the cognitive capacity to reliably answer the interview questions.  This can be an 
issue of particular concern in an advanced cancer patient population as these 
patients are frequently on high doses of narcotic medications and/or have brain 
involvement by their cancer and/or have tumor burden that creates weakness 
sufficient to preclude normal concentration.  Some cognitively-impaired patients 
were removed from consideration by the attending radiation oncologist's clinical 
opinion.   
 Subjects 20 years of age or younger were excluded because instruments 
have not been validated in this age group.  Patients were English or Spanish 
speaking only because the instruments are available in these languages only.  Cost 
constraints precluded translation into other languages. 
 
Practitioner Eligibility 
 Medical oncology, radiation oncology and/or surgical oncology physicians 
who cared for patients with terminal cancers and who practice in the participating 
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institutions were considered eligible.  Medical oncology fellows and radiation 
oncology residents/fellows undergoing training at the participating institutions were 
also included in the study.   
 Oncology physicians who do not care for advanced, incurable cancer patients 
were excluded from the study.  This requirement was included in the practitioner 
email invitation and was the first question in the practitioner web-based 
questionnaire. 
Research Subject Entry 
 
 Eligible patients were identified by review of the new appointment and 
treatment schedules of the BIDMC, BWH, DFCI and MGH Departments of Radiation 
Oncology.  A separate protocol had been submitted and approved by the BMC IRB 
(IRB #H-24553).  Recruitment at all participating institutions involved reviewing: (1) 
the schedule for codes indicating palliative new consultations and (2) the radiation 
therapy treatment schedule for palliative cases.  If the patient had an incurable 
cancer diagnosis, the attending radiation oncologist caring for the patient was 
contacted and asked for approval to approach his or her patient. If the patient was 
deemed to be too weak to be involved in the study by the attending physician, the 
patient was considered ineligible.  If the patient was considered eligible by the 
attending physician then one of the study investigators (either Tracy Balboni MD, 
MPH, Andrea Ng, MD or Michael Balboni, MDiv, ThM) approached the patient, either 
at the time of their initial consultation or during their subsequent treatment for 
participation on the study.   
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The patients were told that they were being recruited for the study because 
they were receiving radiation therapy for cancer symptoms.  The patient’s clinical 
status was not further discussed, and if the patient had questions about their clinical 
status, then all clinical questions were referred to the patient’s dedicated radiation 
oncologist.   At the initial approach to the patient, the study was described in general 
terms to the patient, but terminology regarding “religion” or “spirituality” was not 
specifically disclosed in order to avoid selection bias.   
If the patient agreed to participate at the initial meeting (which normally took 
place in the hospital waiting area), consent materials were discussed at that time.  
After explaining the content of the consent forms, patients were then asked if they 
had further questions or concerns.  If not, patients were then asked to sign the 
consent form.  Upon receiving the consent, study investigators scheduled an 
appointment with the patient to undergo the interview. All patients who fully 
participated were offered a $10 gift certificate to a nearby venue of their choosing 
(Au Bon Pain, Starbucks, or J.P. Licks) to thank them for their participation. 
Patients who refused to participate in the study were asked if they would be 
willing to provide reason for refusal for the purpose of better understanding those 
who choose not to be involved in the study.  Demographic information including age, 
race, and insurance status was obtained from the electronic medical record.  All 
identifying information of patients who refused was destroyed.  
 Eligible practitioners were identified from institutional websites and 
departmental staff lists.  Practitioners were approached by email soliciting 
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participation.  The email contained a link to a web-based questionnaire operated by 
Survey Monkey.  Survey Monkey is an online survey that confidentially tracks 
responses from survey participants. Additionally, to enhance recruitment, 
practitioners were offered $10 gift certificates to a nearby venue of their choosing 
(Au Bon Pain, Starbucks, or J.P. Licks) for their participation. Interdepartmental mail 
was used to deliver the gift certificates unless the practitioner specified a different 
mailing address.  The IRB granted that practitioner completion of the web-based 
survey was evidence of implied consent.  
 
Study Design and Methods 
Instrument Selection  
 Assessment of Spiritual Care – Cancer Patients (ASC-CP) is a 17-item, 
validated questionnaire2 assessing cancer patient’s spiritual care perceptions and 
experiences from oncology physicians.  The frequency of spiritual care was 
assessed with (1) an adjectival scale to quantify overall perceived frequency of 
spiritual care and (2) a quantification of episodes and types of spiritual care received 
from their oncology physicians.  The impact of spiritual care experiences was also 
                                            
2 This instrument was developed for the purposes of the RSCC study.  Measures of validity 
and reliability were performed.  Face validity was assessed by the study investigators and by 
individuals with expertise in survey design, theology, and/or in oncology.  Face validity was also 
assessed by administering the questions to patient volunteers followed by an interview determining 
the clarity of the questions.  Patient volunteers were drawn from cancer patients seen in the BWH 
Department of Radiation Oncology.  Interviewees were asked to rephrase each question to ensure 
accuracy of understanding.  They did not answer the survey questions.  Alterations in question 
wording were made according to the input received from patients.  This iterative process was 
repeated until no further alterations were made for three consecutive interviews.  The instrument was 
translated into Spanish and back translated into English.  Test-retest reliability was performed on the 
first 20 individuals enrolled in the study who agreed to have the questions repeated (quantitative 
questions only).  The interval between testing was 5-7 days. 
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assessed using an adjectival scale and an open-ended question. Additionally, 
patients were given a series of spiritual care examples (the same list that is used in 
the practitioner survey), and they assessed what practices (if any) should be 
performed to support: (1) the spiritual needs of cancer patients in general and (2) 
their experienced spiritual needs. Additionally, patients assessed how regular 
spiritual care would impact cancer patients’ experience of illness both quantitatively 
(adjectival scale) and qualitatively. They were also asked to assess the importance 
of the oncology physicians considering cancer patients’ spiritual needs quantitatively 
(adjectival scale) and qualitatively.  Patients’ spiritual care needs and the role that 
R/S has played in the patient’s experience of illness was also assessed both 
quantitatively and qualitatively.  All qualitative portions of the instrument were tape-
recorded and transcribed.  The study investigators assessed face validity. 
 Assessment of Spiritual Care–Oncology Practitioners (ASC-OP) is a 20-item 
questionnaire assessing:  (a) practitioner attitudes toward spiritual care, (b) 
practitioner spiritual care practices, and (c) barriers to the provision of spiritual care.  
Assessment of practitioner beliefs regarding how frequently it is their role to perform 
various types of spiritual care was assessed with an adjectival scale.  Assessment of 
the frequency of spiritual care practice in the care of incurable cancer patients was 
assessed: (1) with a adjectival scale to determine perceived overall frequency of 
spiritual care provision and (2) with an assessment of whether or not they have 
performed spiritual care (at any point in care) to the last three advanced, incurable 
cancer patients they have seen. Physicians who performed spiritual care were asked 
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to indicate for each patient: (1) the spiritual care provided and (2) the perceived 
impact of this care on the patient-doctor relationship both quantitatively (adjectival 
scale 
 Religiousness/Spirituality of Practitioners and Patients was assessed using 
the NIA/Fetzer Brief Multidimensional Measure of R/S for Use in Health Research 
(MMRS).  This instrument was chosen given its rigorous psychometrics and the 
incorporation of multiple sub-domains of religiousness and spirituality.  
 Religious Coping was assessed with two questionnaires.  Frequency of 
religious coping was assessed with Koenig’s Religious Coping Index.  Pargament’s 
Brief RCOPE (BRC) was used to characterize religious coping.  This is a 14-item 
questionnaire that assesses positive and negative religious coping.  Positive 
religious coping includes seeking spiritual connection with God, seeking spiritual 
support from God, collaboration with God to solve problems, and experiencing 
forgiveness. Negative religious coping includes interpreting illness as either 
punishment from God or the work of demonic influence, questioning God’s power or 
presence, and feeling abandoned from one’s religious community.  This instrument 
has demonstrated good construct validity and internal consistency in a health care 
setting.  Two items from the MMRS that assess overall religiousness and spirituality 
were used to assess practitioner religiousness and spirituality.  Both practitioners 
and patients were asked about their religious affiliation and frequency of participation 
in organized religious activities. 
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 Other Measured Variables within the RSCC survey include:  demographic 
information, gender and practitioner practice information (e.g. practitioner type, level 
of training, years in practice, oncology specialty), patient disease variables and 
health status information (obtained from the medical record at baseline and updated 
for survival information only every 6 months for 1 year after study entry.)  In addition, 
a brief assessment of the interview was performed by the interviewer.   
 Data was collected for patients before the practitioner web-base survey.  
Once all patient interviews were performed, the physician questionnaires were sent.  
Patient interviews were performed first in order to avoid prompting of spiritual care 
by the practitioner questionnaire (i.e. practitioners might be reminded to do spiritual 
care by filling out the survey).  
 This dissertation analyzes certain dimensions of the RSCC database, 
particularly with the aim of ascertaining and comparing attitudes and practices 
toward religion and spirituality in the oncology context, and with careful attention to 
key issues related to spiritual care by oncology physicians. The key question driving 
analysis is “What are the viewpoints, attitudes, frequency of spiritual care practice, 
perceived obstacles, and openness to training held by physicians who self-describe 
themselves as Christian?  The rest of this chapter will characterize data from the 
RSCC database addressing questions specifically related to Christian concerns. 
 
Attitudes and Practices of Christian Physicians:  
Findings from the RSCC Database 
Introduction 
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 Currently only one comprehensive, national database exists which 
comprehensively examines physician R/S characteristics associated with spiritual 
care attitudes and practices.3  From that database, Curlin et al. have thus far 
published four empirical studies analyzing the role of R/S among physicians.  One 
study reported that within the entire sample, 46% of physicians attended religious 
services “two times a month or more.”4  While physicians were more likely to attend 
religious services in comparison to the U.S. population, they scored lower on an 
intrinsic religiosity scale (58% v. 73%) and religious coping scale (48% vs. 64%), 
were less likely to hold beliefs in God (76% v. 83%) or an afterlife (59% v. 74%), and 
were two-and-half times more likely to be spiritual not religious (20% v. 9%).5  These 
investigators found that 47% of physicians believed that it was usually or always 
inappropriate to inquire about a patient’s R/S and that at least 51% of physicians 
reported that they had not inquired about R/S with any patients.6  The same study 
found that 80% of physicians rarely or never had prayed with a patient even after 
R/S issues came up in discussion.  Curlin et al. also reported that denominational 
                                            
3
 F. A. Curlin and others, "The Association of Physicians' Religious Characteristics with Their 
Attitudes and Self-Reported Behaviors Regarding Religion and Spirituality in the Clinical Encounter," 
Med Care 44, no. 5 (2006), Curlin and others, "Religious Characteristics of U.S. Physicians: A 
National Survey.", Curlin and others, "Religion, Spirituality, and Medicine: Psychiatrists' and Other 
Physicians' Differing Observations, Interpretations, and Clinical Approaches.", Curlin and others, "The 
Relationship between Psychiatry and Religion among U.S. Physicians." 
4
 Curlin and others, "Religious Characteristics of U.S. Physicians: A National Survey." 
5
 Ibid. The investigators also reported denominational differences when comparing physicians 
and the U.S. population.  Physicians were comprised of 39% Protestants and 22% Catholics, lower 
than national averages (with the exception of Orthodox Christians).  However, minority groups were 
considerably larger among physicians when compared to the general public:  Jewish (14% v. 1.9%), 
Hindu (5.3%) v. 0.2%), Muslim (2.7% v. 0.5%), and Buddhist (1.2% v. 0.2%). 
6
 Curlin and others, "Religion, Spirituality, and Medicine: Psychiatrists' and Other Physicians' 
Differing Observations, Interpretations, and Clinical Approaches." 
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affiliation and self-reports on religiosity and spirituality were predictors for attitudes 
and behaviors associated with the provision of spiritual care.  Of all denominations, 
Protestants and then Catholics were the most likely groups to positively endorse 
attitudes and behaviors associated with R/S care.7  Investigators also noted that 
increased endorsement of religiosity and spirituality among physicians “interact such 
that, at a given level of one, an increase in the other increases the likelihood of 
endorsing and reporting the [R/S] behavior.”8 
 Research among physicians must also include important factors such as the 
specific medical setting, severity of illness, as well as more nuanced description of 
R/S variables.  Arguably, a limitation in R/S and health related research has been 
that survey measurements have conceptualized religion and spirituality in a “context-
free” manner.9  This approach can both be vulnerable to overgeneralization and can 
be prone to a form of reductionism that may miss the complexity and possible 
nuanced differentiation existing between various R/S beliefs and practices esteemed 
by individuals or specific communities. In addition, several social-scientific 
researchers have concluded that denominational categories have limited value.10  
Hall et al. suggest that “denominational taxonomies do not accurately reflect the 
                                            
7
 Curlin and others, "The Association of Physicians' Religious Characteristics with Their 
Attitudes and Self-Reported Behaviors Regarding Religion and Spirituality in the Clinical Encounter." 
8
 Ibid.: 449. 
9
 Hall, Meador, and Koenig, "Measuring Religiousness in Health Research: Review and 
Critique." 
10
 L.A. Jensen, "Moral Divisions within Countries between Orthodoxy and Progressivism: 
India and the United States," Journal for the Scientific Study of Religion 37 (1998), Robert Wuthnow, 
Christianity in the Twenty-First Century : Reflections on the Challenges Ahead (New York: Oxford 
University Press, 1993). 
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relevant contours of the religious landscape where liberalism, secularism, and other 
ideological worldviews are perhaps more theologically relevant than denominational 
tradition.”11  In contrast, survey instruments and their specific questions can be used 
in tandem in order to better assess and understand patterns and beliefs endorsed by 
participants.12  Beside denominational disclosure, measures such as self-reported 
religiosity and spirituality, worship service attendance, kinds and frequency of 
spiritual practices, and theological beliefs are important factors giving shape and 
clarity to denominational affiliation.    
 In consequence, the following analysis will attempt to go beyond broad 
descriptions of physician R/S as reported in Farr Curlin’s important work, and 
describe physician attitudes and practices of spiritual care by specifically focusing on 
denominationally Christian13 viewpoints and behaviors.  Analyzing the data in this 
way will help sharpen the theological arguments made and practical strategies 
suggested in the final sections of the dissertation.   
 
Analytic Approach 
                                            
11
 Hall, Meador, and Koenig, "Measuring Religiousness in Health Research: Review and 
Critique," 157.  The authors also conclude, “Since denominationalism is a dying concept in the post-
Christendom era, any successful assessment of religious context must move beyond denominational 
categories to reflect more accurately the theologically relevant traditions that constitute the 
contemporary religious landscape” (152). 
12
 I would suggest, as an important example that the Religious Landscape Survey conducted 
by the Pew Foundation in 2007 too heavily relies on denominational self-identification without also 
assessing or combining other important factors such intrinsic religiosity, community attendance 
patterns, and other multi-dimensional measures.  Consequently, the study’s conclusions disguise 
important differences that might exist between those who adopt a denominational label.  Is a Roman 
Catholic who attends church a few times a year the same type of Roman Catholic who attends 
services weekly?  Does a self-identified evangelical in a Southern U.S. state who never attends 
church belong in the same group as an evangelical who attends church weekly in the Northeast?   
13
 “Christian” will be defined in the method section. 
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 All oncology physicians at four Boston hospitals were identified and 
subsequently invited to participate in a web-based survey through Survey Monkey.  
Potential participants were first emailed in late October 2008.  Potential participants, 
who did not respond to the survey, were subsequently emailed approximately once a 
week until they either opted out of the survey by clicking a link within the email or 
completing the survey.  The final request for participation was emailed during the 
first week of January 2009.  The survey response rate was 60.4%.14 
 Denominationally Christian physicians were identified as all those who 
described themselves as either “Catholic,” “Protestant,” or in which under “Other” 
used a recognizable Christian label (e.g. Episcopal).15  Christians were then further 
dichotomized into two groups based on the pilot data of a recent study by Hall et 
al.16:  Group A and Group B.  Hall et al. suggest that among those who affiliate with 
a certain religious denomination, some are deeply formed by their denomination’s 
distinct theological context, whereas others, “despite identification with the 
denomination, [are] not recognizably formed by the distinct theological context of 
that denomination.”17  Their study shows correlations between certain survey 
                                            
14
 This is generally considered to be an excellent response rate for a web-based survey, 
particularly one involving physicians. It is comparable to Curlin’s national survey of 63% -- however, 
that survey had the advantage of mailed, paper surveys (which usually has higher response rates) 
and included $20 cash up-front, instead of the RSCC method of mailing a $10 gift certificate to Star 
Bucks or J.P. Licks ice cream. 
15
 It is debatable if analysis is more accurate based on denominational categories (Catholic 
vs. Protestant, etc.) or whether Christians should be combined into one interdenominational group 
based on other R/S beliefs and practices..  Because of this lack of clarity, analysis in this chapter will 
also compare Catholic and Protestants in order to test for significant differences. 
16
 Hall, Koenig, and Meador, "Episcopal Measure of Faith Tradition: A Context-Specific 
Approach to Measuring Religiousness." 
17
 Ibid. 
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questions and expert, insider opinions on who was religiously formed by the intrinsic 
requirements of their denomination.  They hypothesize that this method may be 
generalizable to other denominations and/or religious traditions. 
 Group A (hereafter MD-A) had to meet the following four R/S characteristics:  
(1) To the question of how often you attend organized religious activities participants 
had to answer either 1-3 times per month or 1 time per week or more.18  (2) To the 
question To what extent do you consider yourself a religious person? participants 
were included if they answered either “moderately religious” or “very religious” (but 
excluded “slightly religious” and “not religious at all”).19  (3) To the question Please 
indicate the degree to which you agree with the following statement: My 
religious/spiritual beliefs influence my practice of medicine, participants were 
included if they answered “somewhat agree” or “strongly agree,” (but excluded if 
they were either “neutral” or “somewhat disagreed” or “strongly disagreed” with the 
statement).20  Group B (hereafter MD-B) were all others who reported to be affiliated 
with a Christian denomination (Catholic, Protestant, Other) but failed to meet any 
                                            
18
 Surprisingly, Hall et al. did not find a correlation between denominational formation and 
religious service attendance.  They suggest that this was likely a result of sample selection 
methodology.  They hypothesize that if their context specific approach to measuring religiousness 
were applied to a larger, randomly selected group, that frequent service attendance would be 
correlated with expert opinions of religious formation. 
19
 Hall et al. found that self-assessed religiosity (mean score of 1.8) was correlated with 
outsider opinions of religious formation while self-assessed spirituality was not correlated.  
Consequently, Group A included only a religiosity self-assessment not a spirituality self-assessment. 
20
 Hall et al. reported that intrinsic religiousness was highly correlated with denominational 
formation.  Curlin et al. developed an intrinsic religiosity question specifically for medical personnel 
that was included in the RSCC survey. 
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one of the above criteria.  Group O (hereafter MD-O) were all other remaining 
oncologists who did not describe themselves as Christian. 
 There is also the important consideration on whether it is valid to analyze R/S 
data by combining certain R/S characteristics creating groups such as MD-A, MD-B, 
and MD-O.  Are not these categories subjective characteristics interesting only to the 
present researcher, without real justification?  Is it empirically justifiable to combine 
Roman Catholic, Protestant, and Other Christians into one category when few 
experience R/S in communities that combine Christian persons in this way?  
Likewise, is there justification in excluding those (as done in the MD-A group) who 
do not attend religious services at least once a month or who describe themselves 
as “slightly religious” or “not religious”? Finally, what are the grounds for categorizing 
physicians according to intrinsic religiosity (“My R/S beliefs influence my practice of 
medicine”)? These are important concerns, requiring two basic responses. 
 First, the methodological analysis performed in this chapter is based on 
previous studies by Cohen, Hall, and others.21  The premise of those studies is that 
religious denominations or communities recognize levels of R/S formation that 
operate among persons operating within a particular tradition. By using pre-existing, 
validated survey instruments, specific survey questions can be used in order to 
assess the formation level of a person who abides in a particular R/S tradition.  A 
                                            
21
 A. B. Cohen, Keltner, D., & Rozin, P., "Different Religions, Different Emitions," The 
Behavioral and Brain Sciences 27, no. 6 (2005), Hall, Koenig, and Meador, "Conceptualizing 
"Religion": How Language Shapes and Constrains Knowledge in the Study of Religion and Health.", 
Hall, Koenig, and Meador, "Episcopal Measure of Faith Tradition: A Context-Specific Approach to 
Measuring Religiousness.", Hall, Meador, and Koenig, "Measuring Religiousness in Health Research: 
Review and Critique." 
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recent report by Hall et al. demonstrated that certain pre-existing survey questions 
were statistically correlated with the expert opinions of religious leaders who 
categorized responses to open-ended survey questions.22  Based on their work, it is 
justifiable to differentiate, not only between denominational and religious groups, but 
a level of formation of participants within a specific denomination.23 Analysis 
performed by Hall and others found that self-identified religiousness was statistically 
significant in association with clergy evaluation of well-formed Episcopalians, 
whereas self-identified spirituality was not correlated with those whom clergy 
identified as well-formed within their tradition. Likewise, intrinsic religiosity was 
strongly associated with clergy ideals of Episcopal formation. Based on these two 
preliminary outcomes, noting that they were limited to an Episcopalian context, 
analysis in this chapter assumes that these domains are also important for other 
Christian denominations including Roman Catholic and other Protestants. 
 Regarding the second concern of combining various Christian denominations 
into one group, this approach is based in part on the theological arguments of 
Thomas Oden who through textual analysis has strived to demonstrate the existence 
of a classical consensual Christian approach to the ministry of the sick and care for 
                                            
22
 Hall, Koenig, and Meador, "Episcopal Measure of Faith Tradition: A Context-Specific 
Approach to Measuring Religiousness." 
23
 An inherent tension in this approach toward R/S formation is that some R/S communities 
conceptualize R/S formation in terms of a continuous variable rather than as dichotomous.  In other 
words, formation is conceptualized as in a spectrum rather than an individual being formed/unformed 
(or “in” vs. “out”).  Both approaches have merits depending on specific analytic purposes.  By creating 
and analyzing two Christian groups (MD-A and MD-B) in this chapter, the methodology follows both 
approaches.  When focusing only on the MD-A group, the methodology is dichotomous but when 
comparing both Christian groups, the analysis roughly follows a continuous variable. 
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the dying.24  Based on this view, denominational differences between Christian 
groups is penultimate to a broader and more foundational consensus among the 
many Christian denominations which agree on the New Testament canon and 
recognize the wisdom of the ecumenical creeds such as those of Nicea and 
Chalcedon.25  The foregoing analysis approaches Oden’s classical Christian 
consensus as a working hypothesis that will be further tested in the empirical 
analysis later in this chapter. The survey results will attempt to compare Catholics 
and Protestants in order to more clearly understand both their similarities and 
differences, and test how much consensus exists among Christian oncologists in the 
care for the sick despite denominational differences.  Does social-scientific data 
support Oden’s view of a classical consensual Christian approach in actual practice?  
In so far as Catholic and Protestant Christian physicians are engaging and 
interacting with one another, and in so far as there has been previous shared 
consensus on Christian medical practice, there may be continued significant overlap 
between them justifying a categorization that puts them together (i.e., MD-A group). 
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 Thomas C. Oden, Pastoral Theology : Essentials of Ministry, 1st ed. (San Francisco: 
Harper & Row, 1982), Oden, Classical Pastoral Care, Thomas C. Oden, The Rebirth of Orthodoxy : 
Signs of New Life in Christianity, 1st ed. ([San Francisco]: HarperSanFrancisco, 2003), Oden and 
Browning, Care of Souls in the Classic Tradition, Thomas C. Oden, Kenneth Tanner, and Christopher 
A. Hall, Ancient & Postmodern Christianity : Paleo-Orthodoxy in the 21st Century : Essays in Honor of 
Thomas C. Oden (Downers Grove, Ill.: InterVarsity Press, 2002). 
25
 Various related groups have arisen in recent years which fit this description.  C.S. Lewis 
described it as “mere Christianity.”  Oden has described it as “paleo-orthodoxy.”  Brian McLaren 
labeled it as “generous orthodoxy.”  John Milbank and others have called it “radical orthodoxy.”  
Lindbeck and Hauerwas have represented a postliberal theology.  While each of these scholars and 
the people who they represent emphasize certain perspectives, the point here is that they together 
form a movement of broad ecumenical consensus on the basic tenets of the Christian faith.  
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 In addition, the RSCC database included multiple validated measures in 
assessing oncology practices and attitudes.   
 Demographic information included gender, age, race, place of work, type of 
oncology practice (surgical, medical, radiation, or palliative care) and years in 
practice.   
 Attitudes of appropriateness of spiritual care were assessed using a 
validated, eight item measure on a six-point Likert scale (Table 1).   
 Spiritual care roles were assessed with the question In your opinion, who has 
a role in providing spiritual care to advanced cancer patients? Please check all that 
apply.  Response options included “hospital chaplains,” “members from the patient’s 
spiritual community,” “social workers,” “nurses,” and “doctors.”   
 Frequency of spiritual care was evaluated using four questions focusing on 
participant’s opinion of the ideal frequency of spiritual care (How often do you think 
cancer doctors should include ANY type of spiritual care at some point during the 
course of care of advanced, incurable cancer patients?), self-reported actual 
frequency of providing spiritual care (How often do you offer any type of spiritual 
care during the course of your relationship with an advanced, incurable cancer 
patient?), and internal motivations to provide spiritual care (How often do you 
DESIRE to offer any type of spiritual care to advanced, incurable cancer patients?).  
These first three questions were assessed on a seven-point Likert scale (from 
“always” to “never”).  A fourth question assessed the frequency of spiritual care in 
the last three patients seen by the oncologist (Think back to the past 3 advanced, 
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incurable cancer patients you saw.  To how many of those patients have you 
provided ANY type of spiritual care during the course of their treatment?).   
 Overall attitude toward spiritual care by oncologists was assessed on a 
seven-point scale with the following question: What if cancer doctors regularly 
provided spiritual care?  Assume the spiritual care is done in an appropriate, 
sensitive way.  How positive or negative do you think this would be for cancer 
patients?   
 Intrinsic religiosity was assessed on a five-point scale (“strongly agree” to 
“strongly disagree”) with the following question: Please indicate the degree to which 
you agree with the following statement: My religious/spiritual beliefs influence my 
practice of medicine.   
 After physicians responded to the appropriate nature of patient-initiated and 
practitioner-initiated prayer using a six-point scale, participants were asked an open-
ended follow-up question: Please briefly explain your answers to the last two 
questions on prayer.  Participant responses were written. 
 
Analytical Methods 
 Simple descriptive statistics were used in all practitioner analyses.  
Oncologists were divided into three groups:  “Christian oncologists Group A,” 
“Christian oncologists Group B,” and “Other oncologists.”  Christian oncologists 
Group A had to meet all three characteristic requirements described in the method 
section (church attendance at least once a month, at least slightly spiritual and 
religious), Christian oncologists Group B consisted of all remaining Christian 
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denominations which did not meet the requirements of Group A.  Other oncologists 
were all those physicians who did not describe themselves as Christian. 
 
Survey Results 
 
 Table 1 compares the characteristics of advanced cancer patients, Christian 
physicians Group A (MD-A), Christian oncologists Group B (MD-B) and all other 
oncologists (MD-O).  Within the entire sample of physicians (N=209), 47.7% 
described themselves as either Roman Catholic or Protestant in comparison to 
79.5% of terminal patients.  In addition, 25.6% were Jewish oncologists, 11.1% 
claimed no religious tradition, and 5.5% were Hindu.26  Whereas 36.8% of terminally-
ill cancer patients attended weekly religious services, 10.1% of all physicians 
attended weekly and 33.2% attended one time per year or less.  Self-reported 
religiousness and spirituality was dichotomized27within the entire physician sample 
(N=209), 39.2% rated themselves neither religious or spiritual, 31.2% reported 
themselves as religious and spiritual, 25.1% were spiritual not religious, and 4.5% 
were religious not spiritual. MD-A comprised 11.5% of all oncologists and MD-B 
formed 33.5% of the sample – resulting in 45% of the entire sample reporting that 
they were affiliated with the Christian tradition.  
 The overall positive benefit of cancer doctors providing spiritual care to 
cancer patients was endorsed most frequently by the MD-A group and least 
                                            
26
 In addition, 1% were Muslim, 1.5% Buddhist, and 9% were “other.” 
27
 Physicians were rated as “religious” if they described themselves as “very” or “moderately” 
religious, and not religious if they described themselves as “slightly” or “not at all” religious. 
Physicians were rated as “spiritual” if they described themselves as “very” or “moderately” spiritual, 
and not spiritual if they described themselves as “slightly” or “not at all” spiritual. 
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frequently by MD-O (Table 2).  When asked about the appropriate roles of providing 
spiritual care, all three groups most frequently rated hospital chaplains first and 
physicians last in responsibility (Table 2).  More physicians within the MD-B group 
compared to the MD-A group (55.7% vs. 50%) endorsed the view that physicians 
had a role in providing spiritual care.  In addition, those in the MD-A group were 
16.7% less likely to endorse spiritual communities as having a role in caring for 
patients when compared to MD-B and 10.6% less compared to the MD-O group 
(Table 2).  Physicians were also asked to agree or disagree with the following 
statement: “My religious/spiritual beliefs influence my practice of medicine.” Whereas 
100% of the MD-A group agreed with this statement,28 37.1% of the MD-B group 
concurred, and 29.5% of the MD-O were in agreement.  In addition, among all 
physicians who self-rated themselves as “very religious,” 94.1% agreed with the 
statement that their R/S influenced medical practice.  46.3% of “moderately 
religious,” 37.9% of “slightly religious,” and 24.2% of “not at all religious” agreed. 
  Opinions regarding the appropriateness of doctors providing specific 
examples of spiritual care are shown in Table 3.  In most examples, sizable 
majorities of all physicians believed that it was at least “occasionally appropriate” to 
provide spiritual care to terminal cancer patients. In all six spiritual care examples, 
higher percentages within the MD-A group endorsed an occasional appropriateness 
of physician spiritual care compared to the MD-B and MD-O groups.  Likewise, the 
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 In order to be in the MD-A group, one of the requirements was to agree with this statement, 
which is why it must be 100%. 
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MD-B group, in all six scenarios, more highly endorsed the occasional 
appropriateness of physician spiritual care in comparison to the MD-O group.  
 Two questions related to the appropriateness of prayer are found in Table 6. 
Majorities among patients and all physician groups held opinions that patient-
practitioner prayer was at least occasionally appropriate.  Within the entire RSCC 
sample, patient-initiated prayer was endorsed as appropriate more frequently than 
physician-initiated prayer. However, even physician-initiated prayer was rated by 
majorities within all groups as occasionally appropriate.  The MD-A group had the 
highest ratings of appropriateness of prayer, and was the only group to not rank 
physician-initiated prayer as less appropriate than patient initiated.  The MD-O 
oncologists were the least likely to rank patient-practitioner prayer as appropriate.   
 Issues related to the frequency of physician spiritual care were evaluated 
using four survey questions (Table 4).  66.7% of oncologists in the MD-A group and 
52.8% of MD-B group reported to at least occasionally provided spiritual care.  This 
is in contrast to 38% of MD-O who reported that they at least occasionally provide 
spiritual care.  The MD-A group was more likely than the MD-B group and MD-O 
group to indicate that it was a physician’s responsibility to at least occasionally offer 
spiritual care to dying patients (95.8% vs. 80% vs. 41%).  The desire to at least 
occasionally offer spiritual care followed a similar order (75% vs. 61.4% vs. 47.6%) 
(see Table 4). Forty-one percent of the MD-O group affirmed that physicians should 
at least occasionally provide spiritual care as part of their responsibility, and slightly 
more agreed that they occasionally desired to provide such care (47.6%).  When 
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asked about the last three palliative cancer patients seen, 49.5% of all physicians 
reported that they had provided spiritual care to at least one of previous three 
palliative care patients.  The MD-A group was the most likely to report providing 
spiritual care to at least one of their last three palliative patients, and the MD-O 
group was least likely (Table 4).  70.8% of the MD-A group reported to have offered 
spiritual care to at least one of the previous three palliative care patients. Physician 
answers stand in contrast to terminally-ill cancer patients who were asked, “In your 
experience with cancer, how often do your cancer doctors perform any type of 
spiritual care?”  79.7% of patients said “never,” 11.6% answered “rarely” or “seldom,” 
and 8.7% answered at least “occasionally.”  Likewise, when patients were asked to 
respond to the following question, “Which cancer doctors, if any, have provided 
spiritual care at some time during the course of your relationship with them?” 11.6% 
of patients were able to recall a specific experience in which a cancer doctor offered 
any kind of spiritual care. 
 Among all physicians (N=195), the most frequently mentioned barriers 
impeding the provision of spiritual care were (1) not having enough time (90.3%), (2) 
inadequate training (88.2%), (3) “better done by others on the health care team” 
(88.2%), (4) worry that patients will feel uncomfortable (83.1%), and (5) discomfort 
with engaging patients whose R/S beliefs may be different (76.9%).  However, each 
group varied in what were considered the most perceived barriers to providing 
spiritual care (Table 5).  Whereas both MD-B and MD-O groups ranked time and 
training as the two most significant barriers to providing spiritual care, the MD-A 
71 
 
group most frequently cited barriers were patient discomfort and spiritual care was 
better done by others. The MD-A group also more frequently endorsed a worry over 
power inequity but was far less likely to cite lack of training as a significant barrier.29 
 Physicians were also asked questions related to spiritual care training.  85.9% 
of all physicians reported to have never received any form of spiritual care training.  
Within the MD-A group, 91.7% had never received any type of training.  82.9% of the 
MD-B group and 86.7% of the MD-O group had never received any form or training.  
Of all physicians who had received prior training, 64% reported to be satisfied with 
their training.30  In addition, among all physicians, 50.8% desired further training in 
how to appropriately provide spiritual care to patients.31 
 When comparing Catholic physicians (N=47) and Protestant physicians 
(N=45), both groups had important similarities including the actual frequency of 
offering spiritual care, the desire for further training, the overall positive impact of 
oncologists providing spiritual care, similar responses regarding obstacles to 
providing spiritual care, and a recognition that R/S impacts their personal practice of 
medicine.  However, minor variations between denominations are also noteworthy.  
In questions related to the appropriateness of physician spiritual care, Protestants 
answered “never” or “rarely” 2.1% - 8.9% more frequently than Catholics in every 
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 Although the MD-A group was less likely to endorse lack of training as a significant barrier 
in comparison to the other groups (75% vs. 92.8% vs. 88.2%), they were the least likely to have 
received any formal training (training frequencies are noted in the next paragraph). 
30
 50% of the MD-A group were satisfied in comparison to 58.3% of the MD-B group and 
52.6% of the MD-O group. 
31
 50% of the MD-A group desired future training; 52.9% of the MD-B group agreed; 47.6% 
within the MD-O group desired additional training. 
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scenario.  Whereas both groups had large majorities who believed that spiritual care 
from the physician would be positive for patients, significantly more Catholics 
believed that physicians should at some point in their relationship with the patient 
offer some form of spiritual care (91.5% vs. 75.6%).  When asked about the last 
three terminally-ill cancer patients, approximately 66% of both Catholics and 
Protestants reported that they had offered spiritual care to at least one of the three 
patients during the course of their relationship with the patient.32  However, only 
4.3% of Catholics reported that they ever received training in spiritual care in 
contrast to 24.4% of Protestants.  In addition, both Catholics and Protestants shared 
similar distributions concerning intrinsic religiosity (“My R/S beliefs influence my 
practice of medicine.”).  53.2% of Catholics and 51.1% of Protestants agreed with 
the statement,33 compared to 31.3% of Jewish physicians, 28.6% of Hindu/Buddhist, 
and 9.1% of those with no religious affiliation. In addition, Protestants were less 
likely to agree to the occasional appropriateness of every spiritual care example in 
comparison to Catholics.  Larger differences existed, namely physicians being 
spiritual supporters of care (88.9% v. 97.9%), asking about how medical decisions 
may be affected by R/S (86.7% v. 95.7%), responding to a patient’s request to pray 
(66.7% v. 78.7%), and initiating an offer to pray (46.7% v. 80.8%).  Protestants were 
less likely than Catholics to agree that oncologists should offer spiritual care at some 
point in their relationship with the patient (76.6% v. 91.5%).  However, Catholics 
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 In contrast to 49% of the whole sample offering spiritual care to one of the last three 
terminal cancer patients seen by the physician. 
33
 25.5% of Catholics and 22.2% of Protestants were “neutral” concerning the question, and 
21.3% of Catholics and 26.7% of Protestants disagreed with the statement. 
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were less likely than Protestants to have ever received spiritual care training (95.7% 
v. 75.6%).  Additionally, there were eight physicians who self-reported that they were 
moderately to very religious and attended services at least once a month, but who 
disagreed or were neutral regarding the intrinsic religiosity question.  Consequently, 
these physicians were classified under the MD-B group. Seven of eight within this 
group were Catholic.  
 Furthermore, after comparing Catholics and Protestants within only the MD-A 
group, there was substantial similarity to perceived appropriateness of spiritual 
care.34  Both Catholics and Protestants had large majorities in the MD-A group who 
agreed that it was at least occasionally appropriate to offer spiritual care in a variety 
of circumstances.  When comparing self-reported frequency of spiritual care, there 
was little difference in frequency between denominational groups.  Differences worth 
noting between Catholics and Protestants in the MD-A group include a higher 
likelihood among Protestants to report significant barriers to providing spiritual care 
including insufficient training, a personal discomfort in discussing spiritual issues, the 
perception that patients do not want spiritual care from doctors, and a discomfort in 
discussing R/S with patients who do not share similar beliefs.  Another difference 
between Catholics and Protestants in the MD-A group was that Catholic oncologists 
were more likely to agree to the appropriateness of physician initiated prayer than 
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 Only statistical tests can confirm if there are no true differences between groups.  However, 
the problem to detect differences is limited by the small sample size (N=24) of the MD-A group.     
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Protestant oncologists.35  Finally, whereas 92% of the MD-A Catholic physicians 
suggested that members from the patient’s spiritual community had a role in 
providing spiritual care, only 78% of the MD-A Protestant physicians agreed.   
 
Discussion of Data in Relation to the Medical Literature 
 
 This analysis reveals that significant majorities among all oncologists hold the 
view that it is occasionally appropriate to provide spiritual care to terminal cancer 
patients.  In addition, the majority of oncologists believe that spiritual care would 
positively benefit patients.  However, there is significant unevenness among 
physicians in the frequency of offering spiritual care, and stark differences between 
oncologists and patients on claimed spiritual care frequency.  Important factors that 
impede spiritual care from physicians include lack of time and training, causing 
patient discomfort, and believing that this responsibility is better performed by 
others.  Furthermore, four out of five oncologists have never received spiritual care 
training, but only 50% desire future training.  In addition, important differences exist 
among self-described Christian oncologists.  When comparing the MD-A group to 
the MD-B group, it was found that the MD-A group more frequently performed 
spiritual care and believed that spiritual care would positively benefit patients. In 
addition, the MD-A group was generally more open regarding the appropriateness of 
spiritual care, was less likely to think that a patient’s spiritual community had an 
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 The distribution between groups is notably different in that 8 of 9 Protestants said that it 
was rarely or occasionally appropriate for religious physicians to initiate prayer.  In contrast, among 
Catholic physicians 6 of 13 said that it was always or almost always appropriate, and 6 of 13 said that 
it was either frequently or occasionally appropriate.  Clearly, the MD-A Catholics are far more open to 
initiating prayer than Protestant MD-A physicians.   
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important role, and ranked the significant barriers for providing spiritual care in a 
distinctly different manner.  The MD-A group also believed that patient-practitioner 
prayer was occasionally appropriate, endorsing this more frequently than both 
patients and other oncologists.  Majorities among physicians and patients believed 
that physician-initiated prayer was at least occasionally appropriate.   
 While some of these findings are novel, there are also important 
denominational comparisons with previous studies (Table 7).  There were 
denominational differences comparing the Boston-based RSCC study and Farr 
Curlin’s national sample including significantly increased Jewish physicians (26.6% 
v. 14.1%) and those who were unaffiliated (15.1% v. 10.6%), and significantly 
decreased representation among Protestants (26.1% v. 38.8%).36  When comparing 
the RSCC physician demographics to the religious composition of the state of 
Massachusetts other distinct differences are seen.37  Consequently, it should be 
expected that the quantitative statistics from the RSCC data do not accurately depict 
national viewpoints because of the denominational uniqueness of the RSCC sample.  
In comparison to physician and population national averages, it is likely that the 
RSCC statistics underestimate attitudes that approve physician spiritual care among 
terminal cancer patients or frequencies of physicians offering such care.  
Additionally, when comparing the RSCC religiosity and spirituality to Curlin’s national 
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 Curlin and others, "Religious Characteristics of U.S. Physicians: A National Survey." 
37
 http://religions.pewforum.org/maps. For example, Catholics are underrepresented among 
physicians and the population base in Massachusetts (24.1% v. 43%), while Jews (26.6 v. 3%) and 
Hindus (5.5% v.1%) are overrepresented in the physician sample. 
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survey,38 physicians within the RSCC sample appear to be significantly less 
traditionally religious than those in the national survey.  While 52% reported 
themselves to be both religious and spiritual nationally, the Boston sample included 
only 31.2%.  Whereas 23% on the national level said they were neither spiritual nor 
religious, 39.2% of Boston physicians reported to be neither spiritual nor religious.  
While 20% nationally were spiritual not religious, 25% of Boston oncologists were 
categorized this way.  
 Trends reported in the results section appear to corroborate previous studies 
that have found that increased physician religiosity and spirituality are correlated 
with increased attitudes supporting R/S in the clinical encounter and increased 
frequencies of physician spiritual care.39  In addition, previous studies have shown 
that the clinical context plays an important role in physician viewpoints on the 
appropriateness of R/S so that increased illness severity is correlated with 
physicians’ opinions of the appropriateness of including R/S in the clinical 
encounter.40  Consequently, findings within the RSCC sample must be understood to 
be limited to terminally-ill cancer patients.  As the severity of the illness decreases, 
physicians’ opinions and practices of R/S with their patients would also likely 
decrease.   
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 Curlin and others, "Religious Characteristics of U.S. Physicians: A National Survey." 
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 Lack of statistician support on these questions prohibits further pursuing this important 
statistical analysis.  Peer-reviewed, publishable data would require analysis of this type; whereas, this 
analysis is beyond the bounds of authorship allowed for a dissertation project, and consequently 
cannot be substantiated within this project. 
40
 M. H. Monroe and others, "Primary Care Physician Preferences Regarding Spiritual 
Behavior in Medical Practice," Arch Intern Med 163, no. 22 (2003). 
77 
 
 In addition, significant majorities among all oncology groups agreed that it 
was at least occasionally appropriate to offer spiritual care such as asking about a 
patient’s R/S background or asking questions that invite patients to talk about 
spiritual matters.  In a similar survey by Monroe et al., 74% of physicians agreed that 
a physician should ask about R/S if the patient is dying.41  However, the instrument 
used within the Monroe survey may have been interpreted as obligatory by 
participants,42 removing the voluntary and contextual nature of spiritual care that 
questions within the RSCC survey stress in their particular phrasing.   
 Regarding the issue of prayer, previous studies report it to be the most 
common spiritual practice among patients facing illness43 and a frequent means by 
which R/S helps patients endure and find meaning in the context of advanced 
illness.44 In surveys performed in primary care settings and among severely ill 
patients, between 19% and 67% indicate that they would like prayer from their nurse 
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 Ibid. 
42
 For example, the Monroe survey asked, “If my patient is near death, I should ask about 
their religious or spiritual beliefs.” Physicians responded on a five-point scale using the language of 
“agree” or “disagree.”  The RSCC survey avoids language such as “should” which might have been 
interpreted as obligatory, and instead followed language of frequency of appropriateness.  This 
stresses the voluntary nature of spiritual care and also recognizes that conditionality involved in every 
individual case.  “Should” and “agree” language found in the Monroe study is less nuanced and may 
explain why results within that study found less frequent endorsement than findings in the RSCC 
study. 
43
 S.A. Alcorn and others, "“If God Wanted Me Yesterday, I Wouldn’t Be Here Today”:  
Religious and Spiritual Themes in Patients’ Experiences of Advanced Cancer," Journal of Palliative 
Medicine May 2010 (2010), H. G. Koenig, "Religious Attitudes and Practices of Hospitalized Medically 
Ill Older Adults," Int J Geriatr Psychiatry 13, no. 4 (1998), A. C. Phelps and others, "Religious Coping 
and Use of Intensive Life-Prolonging Care near Death in Patients with Advanced Cancer," Jama 301, 
no. 11 (2009). 
44
 Alcorn and others. 
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or physician.45  The frequency of desiring prayer increases with greater illness-
severity and with the type of prayer (silent vs. aloud) offered by caregivers.46  In a 
national sample of physicians, 83% agreed that it was appropriate to pray with their 
patients under some conditions. Physician openness toward participating in prayer 
depends on the severity of illness,47 mode of prayer (silent vs. aloud),48 and who 
initiates the request (patient vs. caregiver).49 However, in one study only 19% of 
physicians reported at least “sometimes” praying with patients under any 
conditions.50  Though viewed as somewhat less frequently appropriate than patient-
initiated prayer, the majority of respondents in the RSCC survey viewed practitioner-
initiated prayer as at least occasionally appropriate, a finding that stands in contrast 
to assertions that prayer should always be patient-initiated.51  However, in a 
forthcoming manuscript52related to patient-practitioner prayer from the RSCC 
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 King and Bushwick, "Beliefs and Attitudes of Hospital Inpatients About Faith Healing and 
Prayer.", C. D. MacLean and others, "Patient Preference for Physician Discussion and Practice of 
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database analyzing open-ended, follow-up questions asking the reasons why 
participants answered the way they did, qualitatively assessed themes emphasized 
that engagement of patient-practitioner prayer is best done only after carefully 
considering key factors influencing the appropriateness of prayer in the clinical 
setting.  Important factors emphasized in this forthcoming study include the 
importance of the physician having taken a spiritual history in order to know the 
patient’s R/S background, the physician being able to be authentic in any 
engagement of prayer, the utility of having a concordance of R/S beliefs, and the 
need for physicians to critically evaluate their own positive and negative attitudes 
about patient-practitioner prayer in order to avoid the twin errors of imposing beliefs 
on an unreceptive patient as well as avoiding R/S altogether. 
 Regarding frequency of physician spiritual care, the RSCC physician sample 
found that 46% of all physicians occasionally offer any type of spiritual care to 
palliative cancer patients and that 49.5% reported that they had provided spiritual 
care to one of the previous three palliative patients.  This finding is similar to Curlin’s 
study that reported approximately 50% of physicians had ever inquired about 
patients’ R/S issues.53  The RSCC study also corroborates previous findings that 
with increased physician religiosity, physician behaviors dramatically increase in 
relation to spiritual care frequency.  For example, Curling et al. found that high R/S 
physicians were six times more likely to inquire about a patient’s R/S compared to 
                                                                                                                                       
Physicians and Nurses on Patient-Practitioner Prayer in the Setting of Advanced Cancer”," Journal of 
Pain and Symptom Mangement (accepted for publication). 
53
 Curlin and others, "Religion, Spirituality, and Medicine: Psychiatrists' and Other Physicians' 
Differing Observations, Interpretations, and Clinical Approaches." 
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physicians who reported low levels of R/S.54 However, patients surveyed in the 
RSCC study reported that nearly 80% of their physicians “never” offered any type of 
spiritual care, and only 11% of patients could actually recall a specific instance of 
receiving spiritual care from any oncologist.  In another published patient survey, 
15% of patients reported recalling a physician having ever offered spiritual care.55  
Similarly, only 26% of terminally-ill cancer patients in the Coping with Cancer study 
reported to have received any spiritual care from the medical team, including 
physicians, nurses, and chaplains.56 Dramatic differences within the RSCC sample 
between physician self-reported spiritual care frequency and patients’ recollection of 
ever having received any spiritual care from their physicians (49.5% verses 11.6%) 
could be due to a combination of reasons.  Participants responding to questionnaires 
can often exaggerate self-reported behaviors.57  In addition, despite receiving 
definitions and examples of spiritual care, physicians and patients may have still 
relied on distinct and non-overlapping perceptions of the meaning of spiritual care.  
For example, some physicians may have reported their spiritual care activity based 
on compassionate presence whereas some patients may have not recognized this to 
be an expression of R/S or associated compassionate presence with spiritual care. 
Additionally, given the demographic dissimilarities of religiosity and spirituality 
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between patients and physicians found in the overall RSCC sample, it may be that 
presuppositions held by each group about the nature and content of spiritual care 
led to remarkably different accounts.  Likewise, some patients may have 
underestimated reception of spiritual care, not recalling more subtle expressions of 
spiritual care such as a brief spiritual question.  Another possible explanation is that 
physicians did not literally answer the question that instructed physicians to “think 
back to the past three advanced, incurable cancer patients you saw.”  Physicians 
may have unintentionally altered the time frame of the question and simply 
remembered memorable instances over a longer period of time (e.g., the past year).  
Whatever the reasons causing the discrepancy, it is clear that perceptions between 
oncologists and terminally ill cancer patients are dramatically different regarding the 
frequency of spiritual care.  More accurate descriptions of actual spiritual care 
frequencies may likely require a different methodology of investigation such as a 
third-party observational study.  
 Perception differences between patients and oncologists potentially point to a 
more important issue, namely physician ability to navigate spiritual care in a clearly 
understood and appropriate fashion. The RSCC survey indicates many perceived 
barriers to spiritual care which physicians find significant, and these barriers likely 
hinder a physician’s ability to clearly and appropriately provide spiritual care.  Almost 
every barrier listed (Table 5) was endorsed by majorities of the entire sample and by 
each physician group (MD-A, etc.).  It would also appear that each group finds 
certain barriers more substantial to overcome.  Curlin et al. also reported five 
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barriers discouraging physicians from discussing R/S with patients.58  The RSCC 
survey contains information on several of these barriers.  Important differences exist 
between both studies.  Curlin et al. reported that 48% of physicians acknowledged 
that insufficient time provided a barrier to discussing R/S with patients; the RSCC 
reports that 90.3% of all physicians found this at least slightly significant.  Similar 
differences include insufficient training (26% v. 88.2%), concern about offending 
patients or causing them to feel uncomfortable (41% v. 83.1%), and general 
discomfort (24% v. 75.4%).  It is unclear why the RSCC sample significantly reports 
higher rates of R/S barriers.  One potential reason is that oncologists in the RSCC 
sample are mentioning barriers with regard to specifically engaging terminally-ill 
cancer patients, not a general patient population.  The Curlin sample, in contrast, 
has physicians from all specialties recognizing R/S barriers in the context of all 
patients regardless of the medical issues involved.  Thus, the need for spiritual care 
may not be seen as required or pressing, and consequently, potential barriers would 
not be as prevalent.   Likewise, analysis performed in this chapter further advances 
understanding that R/S characteristics play an important role in what barriers are 
perceived to be most crucial.  While not having enough time was endorsed by large 
majorities as significant by all three oncology groups, the MD-A group, in contrast to 
the MD-B and MD-O groups did not endorse the problem of time as the most 
compelling problem to overcome.  This may mean that levels of R/S formation may 
cause subtle alterations to what physicians perceive to be the most significant 
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barriers to spiritual care.  This implies that future spiritual care training of physicians 
must consider both denominational affiliation and R/S levels of formation between 
physicians, having a capacity to specifically address those spiritual care barriers 
perceived to be most important by different R/S groups. 
 Differences of spiritual care perceptions between oncologists and patients, 
and significant barriers impeding physician spiritual care, also point to the need for 
future development of more comprehensive and nuanced training of oncologists in 
spiritual care.  Among all physicians, nearly nine of ten said that their lack of training 
in this area was a significant barrier to offering spiritual care even under ideal 
circumstances.  Interestingly, the MD-A group was the least likely to report this as a 
barrier compared to the other groups, but they were also the most likely to have 
never received training.  This may be due to the fact that MD-A oncologists had the 
highest levels of religiosity, and consequently, the highest levels of personal comfort 
when interacting with patients over R/S.  This is further corroborated when the MD-A 
group was the least likely to endorse as significant the barrier “I am personally 
uncomfortable discussing spiritual issues” (Table 5).  The MD-B group, in contrast, 
was the group that had received the most training and yet also had the greatest 
interest in receiving further spiritual care training.  This may be caused in part by 
their own tenuous level of R/S formation within their specific Christian denomination.  
MD-B oncologists had higher levels of discomfort discussing spiritual issues and 
were the most likely of the three groups to desire private space to talk with patients 
about R/S (Table 5).  Whereas the MD-B group recognizes the potential importance 
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of R/S to patients, their personal discomfort or level of R/S would appear to be a 
catalyst increasing this group’s perceived need for further training.  This finding may 
also indicate the kind of spiritual care training that the MD-B group would find most 
effective.  The MD-B group may need a more prominent component of training that 
focuses more on R/S existential questions and issues of individuals within the MD-B 
group rather than tools or techniques of spiritual care.  In other words, the MD-B 
group is in need of becoming better formed (or at least more comfortable) in their 
own Christian faith in order to be able to engage patients’ R/S. 
 Whereas most oncologists recognized their lack of spiritual care training to be 
a significant barrier to providing spiritual care to terminal cancer patients, only 50% 
of all oncologists desired future training.  One potential reason for this is that many 
physicians already find professional competencies to have dramatically increased, 
engendering resistance to domains of knowledge or practice that do not clearly fit 
within the current biomedical model.  There are also likely underlying 
presuppositions operating among many physicians related to a sociological 
recognition that modern societies are organized according to a social division of 
labor.  Three questions within the RSCC survey offer evidence that this 
presupposition operates among many physicians.  When asked about who has the 
role in providing spiritual care (Table 2), oncologists most frequently endorsed 
hospital chaplains (97.5%) as having this role and doctors least frequently endorsed 
themselves as having this role (48.5%).  Upon rating the significance of the 
statement “I do not believe it is my professional role to engage patient spirituality” 
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(Table 5), 73.8% of all oncologists found this as a significant barrier to providing 
spiritual care.  When rating the significance of the statement “I believe that spiritual 
care is better done by others on the health care team” (Table 5), 88.2% of all 
oncologists endorsed this as a significant reason preventing them from offering 
spiritual care.  This is compelling evidence that most physicians do not see it as their 
primary role to provide spiritual care even when according to their own opinions it 
would be ideally performed.  It may also be likely that adherence to a social division 
of labor may reduce interest among oncologists in receiving future spiritual care 
training because it is perceived as outside their professional domain.  
 There also remains the important question regarding a denominational 
comparison between Catholics and Protestants and whether it is empirically 
justifiable to perform interdenominational analysis.  In a previous report by Curlin et 
al., they found that Protestants were more likely than Catholics to report to have 
performed several kinds of spiritual care.59  However, multivariate odds ratio analysis 
found no statistical differences between Protestant and Catholic groups in most of 
these items, but did find statistical differences with other groups.  The one 
statistically significant exception was that Catholics were more likely to encourage a 
patient’s belief or practices.   By far the most notable RSCC difference between 
Catholic and Protestant physicians is their view of the appropriateness of prayer with 
terminal patients.  Catholics are more likely to agree to the occasional 
appropriateness of praying with a patient when requested (12% more Catholics 
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answered occasionally appropriate verses Protestants).  Likewise, a staggering 
34.1% more Catholics than Protestants answered that it was occasionally 
appropriate for a R/S oncologist to initiate prayer with terminal patients. This is by far 
the greatest difference between Catholics and Protestants in the RSCC survey and 
may reflect a major difference in emphasis between the traditions in their actual 
practice.  But despite some of these notable differences, there were also important 
similarities.  Regarding spiritual care to the last three palliative cancer patients, 65% 
within each Christian group reported to have provided spiritual care to at least one of 
three patients.  This contrasts with Jewish (43.1%), Hindu (45.5%), and physicians 
who did not identify with any religious tradition (36.4%).  Based on this, Catholic and 
Protestant oncologists are identical in the frequency of providing spiritual care.  
Another key indicator of similarity is that both Catholics and Protestants had nearly 
identical scores of agreement on the intrinsic religiosity question (53.2% v. 51.1%).60  
This contrasts with other physicians who reported much lower levels of agreement 
that their R/S influences their practice of medicine including Jewish (31.3%), Hindu 
(27.3%), Buddhist (33.3%), and no religious affiliation (9.1%).  This reveals that 
majorities of Catholics and Protestants affirm that medical practice and R/S should 
have some level of integration – signaling a shared tradition in contrast to other R/S 
groups whose significant majorities reject any kind of integration.  However, there is 
a notable exception that distinguishes Catholics and Protestants, in that a total of 
eight physicians (seven of whom were Catholic) appear to be at least moderately 
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affiliated and formed within their religious faith (moderately or very religious; service 
attendance at least once a month) but do not affirm that their R/S beliefs influence 
medical practice. There is a religiously formed minority group of Catholic physicians 
who do not positively endorse the integration of R/S beliefs and medical practice, 
whereas there was only one Protestant in the whole sample who fit this description.  
This suggests that among more formed Catholic physicians, a minority bifurcate the 
notion of integration of R/S and medicine, whereas among Protestants such a 
minority group essentially does not exist.  Protestant physicians moderately or highly 
formed in their faith appear to affirm the concept of integration of R/S and medical 
practice – and it is only those who are not R/S formed who disagree or are neutral 
regarding the question of integration.  This finding may indicate a difference between 
traditions in their emphasis on the integration of vocation and faith, or how that 
integration is expressed. 
    Finally, when comparing Catholics and Protestants within the MD-A group, 
denominational differences became notably less distinct.  This is seen most clearly 
in the appropriateness of prayer questions in which 7%61 more of MD-A Catholics 
answered that it was occasionally appropriate for oncologists to pray with a patient 
when the patient requested, and 26%62 of MD-A Catholics answered that it was 
occasionally appropriate for a R/S oncologist to initiate prayer.  Thus, the presence 
of higher formational levels among Catholics and Protestants decreases differences 
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in attitudes but does not eliminate them.  In conclusion, this data suggests that 
differences between Catholics and Protestant oncologists empirically exist 
particularly around the appropriateness of patient-practitioner prayer.  However, 
there are also important similarities pointing to a real, shared R/S heritage.  This 
argues that it is justifiable to group Catholics and Protestants together in analysis, 
but that research must also continue to hypothesize potential differences.   
Study limitations include the fact that respondents were surveyed from a 
single U.S. region.  However, given that the Northeast has lower than national 
averages of religiosity, spirituality, and daily dependence on prayer,63 this research 
data likely underestimates the appropriateness of R/S, its frequency, and other R/S 
denominational characteristics if a similar survey were conducted in other U.S. 
regions.  Additionally, the generalizability of these findings to non-cancerous disease 
sites or illness severities not considered terminal is unknown.  Likewise, statistical 
tests were not performed when comparing the oncology physician groups.  
Consequently, differences between groups reported in this chapter are descriptive 
only without statistical certainty.  Subsequent research on this data for peer review 
would require further statistical analysis.  Finally, the justification for creating the 
groups MD-A, MD-B, and MD-O is based primarily on a single pilot study.64  More 
advanced research evaluating differences within and between denominations is 
necessary in order to have greater certainty that the justification for the categories 
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created in this chapter are statistically valid. 
Conclusion 
 This chapter has shown important attitudes and practices of oncology 
physicians in their perceptions of spiritual care with terminally-ill cancer patients.  A 
majority of oncologists believe that spiritual care is at least occasionally appropriate 
with terminal cancer patients.  However, there remains dissonance among 
oncologists regarding the actual frequency of spiritual care, the professional roles 
associated with spiritual care, and the necessity of future spiritual care training.  In 
addition, important differences in attitude and practices exist among the MD-A, MD-
B, and MD-O oncology groups when analyzed using denominational and spiritual 
formation characteristics.  Each group’s similarities and unique characteristics has 
important implications for future training interventions aimed to equip oncologists to 
gain competency and personal comfort in navigating a secular medical environment.  
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CHAPTER THREE 
LOOKING TO THE TRADITION:  AN EXAMINATION OF FOUR TEXTS AND 
 IDENTIFICATION OF OVERLAPPING THEMES REGARDING SPIRITUAL 
 CARE AND THE CHRISTIAN PHYSICIAN 
 
Exploring Four Christian Texts 
 
Introduction 
 
 After presenting the problem in relationship to key literature (Chapter one), 
and analyzing current attitudes and practices of spiritual care by Christian physicians 
(Chapter two), the next practical-theological step within Browning’s method involves 
a turn to historical theology by which Christian classics are identified and analyzed in 
order to clarify how the Christian tradition has engaged the question of Christian 
physician spiritual care.  In describing the systematic theological movement within 
his fundamental practical theology, Browning poses the question: “What do the 
normative texts that are already part of our effective history really imply for our praxis 
when they are confronted as honestly as possible?”1  This study will seek a dialogue 
with texts in a classical Christian tradition, with the aim of investigating how such a 
dialogue within a classical Christian tradition can be subsequently critically 
correlated with contemporary secular, academic medical contexts.  A critical 
correlation will be made explicit in chapters four and five. 
 
Process of Text Selection 
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 There are at least three notable limitations involved in the process of selecting 
Christian classics for dialogue.  The first limitation is that the author is not a trained 
historian, and consequently, this historical selection may be best understood as a 
preliminary contribution to the necessary future historical work that needs to be 
completed by trained historians.   
 Second, selection criteria are focused on that profession which has practiced 
Hippocratic and scientific medicine, not other healing practices. Scientific medicine 
or “biomedicine”2 is a contemporary approach to healing in continuity with 
antecedent medical theories practiced by physicians in the Hippocratic tradition. 
Healing practices such as Shamanism, Islamic folk medicines, traditional Chinese 
medicine, and Ayurvedic or Indian medicine have and continue to be widely 
practiced and trusted modes of healing in various cultures. While Hippocratic 
medicine and biomedicine have been shaped by cultural and spiritual traditions from 
around the world, the predominant influences have been European and North 
American cultures and their primary spiritual traditions, Judaism and Christianity.3  
Consequently, textual selection is focused on those texts in relation to the 
Hippocratic tradition and biomedicine. 
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 A third limitation is that the study could not do a comprehensive review of all 
relevant texts from the tradition. The texts presented represent a selection—though 
a highly significant selection, it is argued—from the Christian tradition. The primary 
guiding question for the dissertation project is: How might Christian physicians, in 
dialogue with theological norms and visions within the Christian tradition, incorporate 
spiritual care as a dimension of their medical practice in a secular, academic medical 
context?  Based on this question, key historical literature was carefully surveyed in 
order to identify potential texts that directly relate to the dissertation concern of 
physician spiritual care. Final selection of texts began with a general search in both 
the primary and secondary English literature4 for relevant texts that (a) addressed 
spiritual care of the sick and (b) addressed attitudes related to the spiritual care 
responsibilities of Christian physicians. The texts presented here fit both of these 
criteria. There may be available English texts that were unintentionally missed, and if 
so, future work must include their analysis (as well as those in other languages) in 
order to more comprehensively claim a consensual Christian tradition.  Secondary 
sources within the history of medicine were carefully consulted following an 
extensive literature review.   The literature appraised included general historical 
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overviews related to medicine and R/S,5 the Hippocratic medical tradition in 
antiquity,6 medicine within the Old Testament and Judaism,7 medicine in its relation 
to the New Testament,8 late antiquity with particular focus on patristic sources,9 the 
                                            
5
 Morton T. Kelsey, Healing and Christianity : A Classic Study (Minneapolis: Augsburg, 1995). 
Koenig, McCullough, and Larson, Handbook of Religion and Health. Ronald L. Numbers and Darrel 
W. Amundsen, Caring and Curing : Health and Medicine in the Western Religious Traditions (New 
York, N.Y.: Macmillan, 1986). Porter. Roy Porter, The Cambridge Illustrated History of Medicine, 
Cambridge Illustrated History (Cambridge ; New York: Cambridge University Press, 1996). Roy 
Porter, The Greatest Benefit to Mankind : A Medical History of Humanity, 1st American ed. (New 
York: W.W. Norton, 1998). Amanda Porterfield, Healing in the History of Christianity (Oxford ; New 
York: Oxford University Press, 2005). Risse, "Medical Care." Henry E. Sigerist, A History of Medicine 
(New York,: Oxford University Press, 1951). 
6
 Amundsen. Emma Jeannette Edelstein and Ludwig Edelstein, Asclepius; a Collection and 
Interpretation of the Testimonies (Baltimore,: The Johns Hopkins press, 1998). Vivian Nutton, Ancient 
Medicine, Sciences of Antiquity (London ; New York: Routledge, 2004). Temkin. 
7
 Michael L. Brown, Israel's Divine Healer, Studies in Old Testament Biblical Theology (Grand 
Rapids, Mich.: Zondervan, 1995). Elliot Dorff, ""The Jewish Tradition," in Caring and Curing:  Health 
and Medicine in the Western Religious Traditions, ed. Ronald Numbers and Darrel Amundsen 
(Baltimore: Johns Hopkins University Press, 1986). David L. Freeman and Judith Z. Abrams, Illness 
and Health in the Jewish Tradition : Writings from the Bible to Today (Philadelphia: Jewish Publication 
Society, 1999). Frank Heynick, Jews and Medicine : An Epic Saga (Hoboken, NJ: KTAV Publishing 
House, 2002). Immanuel Jakobovits, Jewish Medical Ethics (Philosophical Library, 1959), Immanuel 
Jakobovits, Jewish Medical Ethics : A Comparative and Historical Study of the Jewish Religious 
Attitude to Medicine and Its Practice (New York: Bloch Pub. Co., 1975). Fred Rosner, "The Physician 
and the Patient in Jewish Law," in Jewish Bioethics, ed. Fred Rosner, J. David Bleich, and Menachem 
M. Brayer (New York: Sanhedrin Press, 1979). Patrick W. Skehan and Alexander A. Di Lella, The 
Wisdom of Ben Sira : A New Translation with Notes (Garden City, N.Y.: Doubleday, 1987). 
8
 Hector Avalos, Health Care and the Rise of Christianity (Peabody, Mass.: Hendrickson, 
1999). Basil, Paul Jonathan Fedwick, and Pontifical Institute of Mediaeval Studies., Basil of 
Caesarea, Christian, Humanist, Ascetic : A Sixteen-Hundredth Anniversary Symposium (Toronto: 
Pontifical Institute of Mediaeval Studies, 1981). Brown. Howard Clark Kee, Medicine, Miracle, and 
Magic in New Testament Times (Cambridge Cambridgeshire ; New York: Cambridge University 
Press, 1986). Rene Josef Ruttlmann, “Asclepius and Jesus:  The Form, Character and Status of the 
Asclepius Cult in the Second-Century Ce and Its Influence on Early Christianity” (Harvard University, 
1987). Rodney Stark, The Rise of Christianity : A Sociologist Reconsiders History (Princeton, N.J.: 
Princeton University Press, 1996). 
9
 Peter R. Brown, Power and Persuasion in Late Antiquity : Towards a Christian Empire 
(Madison, Wis.: University of Wisconsin Press, 1992). Brian E. Daley, "Building a New City : The 
Cappadocian Fathers and the Rhetoric of Philanthropy," Journal of Early Christian Studies 7, no. 3 
(1999). H. Tristram Engelhardt, The Foundations of Christian Bioethics (Lisse [The Netherlands] ; 
Exton, PA: Swets & Zeitlinger Publishers, 2000). G. B. Ferngren, "Early Christianity as a Religion of 
Healing," Bull Hist Med 66, no. 1 (1992). Ferngren, Medicine & Health Care in Early Christianity. 
Susan R. Holman, "The Hungry Body : Famine, Poverty, and Identity in Basil's Hom 8," Journal of 
Early Christian Studies 7, no. 3 (1999). Susan R. Holman, The Hungry Are Dying : Beggars and 
Bishops in Roman Cappadocia, Oxford Studies in Historical Theology (Oxford ; New York: Oxford 
94 
 
role of R/S within hospital development,10 the medieval and Reformation eras,11 the 
Enlightenment through the modern era,12 and modern medical missions.13 This 
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process raises the issue of possible selection bias related to the chosen texts.  This 
is an inherent limitation but there are reasons mitigating selection bias. (1) The 
researcher’s own potential R/S presuppositions did not prevent the inclusion of those 
texts representing four distinct denominational or religious traditions. 
 (2) In the historical analysis there are Christian voices that were identified as 
relevant but not included in the consensual analysis because their views and 
experiences were either too brief in content or did not carry significant authority even 
in their own historical context.  One example is the English Puritan physician, Dr. 
Edmund Trench, who found the physician’s responsibility to save life to be 
incompatible with the ministerial goal of preparing a patient for death.14  Trench’s 
experience would appear to be a single dissenting voice among many other 
Christian physicians in his own time which is why he was excluded. Another 
example is nineteenth century Dr. Peter Parker, a medical missionary to China, who 
agonized over the time difficulty of providing medical attention and performing 
missionary evangelism.15  However, Parker himself recognized this inner conflict 
with the responsibility commissioned him by the missionary sending agency.  
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Parker’s reason for failing in his evangelistic duties revolved around the 
overwhelming physical needs of the Chinese people, rather than his lacking desire 
to provide missionary content or thinking this responsibility to be outside his domain.  
In addition, the missionary sending agency made it clear to Parker that he was 
bound to prioritize the spiritual dimension of his calling over the physical needs – a 
theme that stands in continuity with findings presented later in this chapter.   Finally, 
Dr. William Lockhart, another medical missionary to China in the nineteenth century, 
warned that the two roles of being an ordained minister and medical physician were 
“too demanding and too specialized to be combined with the other.”16  But Lockhart’s 
objection actually is in continuity with past medieval Christian attempts to ensure 
separation between medical doctors and clergy.  Lockhart also makes clear that 
while Christian physicians should not formally hold ordained clergy roles, they are to 
“take every opportunity” to speak to “patients privately.”17  These three examples are 
the only dissenting views that were noted in the secondary literature, and upon 
further examination, they either do not hold significant authority (i.e., Trench) or 
actually are not dissenting voices (i.e., Parker and Lockhart). 
 (3) There is no historical scholarship currently available that directly 
addresses the question related to Christian physicians and spiritual care.  This gap 
in historical scholarship means that the claims made in this project are preliminary in 
nature.  If other texts were identified as relevant to the question, it would be 
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profitable and necessary to include those texts within future analysis. The textual 
selection process followed in this chapter is inherently preliminary, and there 
remains future need for trained historical scholars to more comprehensively perform 
this work, validating or correcting the preliminary historical claims made.   
 What then are the four texts identified and on what grounds are they particularly 
notable within the Christian tradition?  The four sources are (1) Ben Sira (Sirach / 
Ecclesiasticus) 38.1-15,18 (2) Basil of Caesarea’s Epistle 18919 and Long Rules 55,20 
(3) The Fourth Lateran Council: #22 “Physicians of the body to advise patients to call 
physicians of the soul,”21 and (4) Richard Baxter’s “The Duty of Physicians.”22 These 
four texts deserve further historical and theological exploration because of their 
prestige of authorship, length of influence, direct engagement of the problem, and 
engagement with one another. Although these sources may not be exhaustive, they 
provide possible textual evidence for a Christian textual tradition addressing the 
provision of spiritual care by physicians.  These four texts hold notable 
characteristics enhancing their validity and importance within the Christian tradition:  
early age (Ben Sira; Basil), esteemed authorship (Basil within Monasticism; Fourth 
Lateran Council  in Medival Catholicism; Baxter within Reformed congregations), 
ecclesiastical authority (Ben Sira/Ecclesiasticus; Fourth Lateran Council), 
geographical influence (Ben Sira/Ecclesiasticus, Basil, Fourth Lateran Council), 
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direct address of the problematic (Baxter), and orthodox Christian reception (Ben 
Sira/Ecclesiasticus; Basil; Fourth Lateran Council; Baxter).   These textual sources 
have had significant influence on how various Christian communities have advised 
physicians in their practice of providing spiritual care.23  Ben Sira 38.1-15 has been 
widely regarded as the singular most authoritative ecclesiastical text specifically 
addressing the normative practice of physicians.24  Basil was the first to 
systematically and theologically integrate Hippocratic medicine and Christian care, 
and his prestige has had long-term effects on the shape of sick care among Eastern 
and Western monasticism.25  The Fourth Lateran Council, recognized by many as 
the most important council of the middle ages, declares by canon law the 
ecclesiastical obligations of physicians in relation to their patient’s confession of sin.  
This canon received significant interpretation by theologians in subsequent 
centuries.26   Finally, Richard Baxter, who is considered to be one of 
“Protestantism’s greatest pastoral theologians,”27 has written one of the most 
detailed rationales describing Christian physician spiritual care in Christian literature.   
 The next section will introduce and describe these four texts within their larger 
historical context. 
 
Four Texts in Historical Context 
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Ben Sira 38:1-15 
 
 While most healing traditions have been formed in alliance with a spiritual 
worldview, Hippocratic medicine has been somewhat unique in that it is a theory and 
practice that has been easily reframed and adopted by various spiritual worldviews.  
This flexibility was essential for a positive embrace of the monotheistic communities 
of Judaism, Christianity, and later, Islam.  Judaism’s encounter with shamanistic 
medicine engendered disapproval of physicians within the Hebrew Bible (2 
Chronicles 16:12) because of its alliance with spiritual mediums and magical 
remedies.28  Brown argues that the Hebrew Bible should not be interpreted as 
suggested by Kee that “physicians are portrayed in strictly negative terms.”29  
Rather, it was physicians aligned specifically with pagan deities that received 
censure. In contrast, Judaism’s encounter with the Hippocratic tradition during its 
Hellenistic period led to an altered viewpoint of medical practice because Greek 
medical philosophy could be easily synthesized with monotheistic beliefs that 
emphasized an axiomatic distinction between Creator and creature and which gave 
exclusive credit of healing to Yahweh (Exodus 15.26).30  Because the Hippocratic 
concept of health and healing is grounded in material biology as opposed to ideas of 
magic, divination, or pagan worship, it could easily be conceptualized as part of the 
material world created by God.  Similarly, healing practices associated with 
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Hippocratic medicine could be understood as putting into practice the understanding 
of God’s ordered material world to bring about health – a gift to mankind for which 
God alone deserved credit as the author of that created order.   
 The disentangling of idolatry from the practice of medicine solved one of two 
Jewish resistances to Greek medicine.  A second objection was based on the 
biblical assertions (Exodus 15:26, Deuteronomy 32:39, Isaiah 19:22, 57:18-19, 
Jeremiah 30:17, Hosea 6:1; Psalms 103:2-3, Job 5:18) that God alone occupied the 
place of healer indicating, “that medicine was an improper human intervention in 
God’s decision to inflict illness.”31  This point may explain why there is an aspect of 
discontinuity between the Hebrew Bible and later Jewish writings such as Ben Sira 
and the Mishnah – in that there was no known social office for healers before Jewish 
Hellenism.  The combining of priest and healer, which was widely seen in pagan 
practice, and later in some Christian practice, had no known precedent among Jews 
before this time.  While there is some positive mentioning of physicians (Jeremiah 
8:22), healing itself is not occupied by any single social office.  “Prior to the 
Hellenistic period, there is no evidence of a medical profession.”32 Important figures 
such as Moses, Elijah, Elisha, and Isaiah performed miraculous healings (noting that 
Isaiah used the medium of a mandrake on Hezekiah) but these would largely appear 
sporadic in the biblical witness.  It is likely that no healing office initially arose in 
Israel, in part because medical theory preceding Hippocratic medicine was too 
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attached to idolatry, and in part because there was a heightened belief that Yahweh 
alone held the office as Rophah based on Exodus 15:26. 
 This background characterizes the issues being addressed by Ben Sira, who 
was a Jewish scribe writing approximately in 180 B.C.33  The Hellenization of 
Judaism and Jewish exposure to Greek medicine, led Ben Sira to instruct his Jewish 
readers to (38:1), “Make friends with the physician for… him also God has 
established in his profession.”34 The affirmation of the practitioners of Hippocratic 
medicine by Ben Sira specifically addresses several key Jewish concerns about its 
embrace.   
 First, the text affirms the axiomatic belief that God alone is healer:  “My son, 
when you are ill, delay not, but pray to God, for it is he who heals” (38:9).  The 
lexical similarity35 between Sirach 38.9 (LXX) and the Septuagint rendering of 
Exodus 15:26 indicates that Ben Sira has the latter text directly in mind36 – most 
likely because Exodus 15:26 was understood to provide a foundational theology for 
healing.  Ben Sira “vigorously opposed any compromise of Jewish values and 
traditions (cf. 2:12) and pronounced woe to those who forsook Israel’s Law (41:8), 
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with which wisdom itself, in his view, was to be identified (24:23).”37  Consequently, 
Ben Sira is conservative, attempting to work out without compromise the tradition of 
Torah in a foreign culture, with exposure to a new form of medicine not encountered 
before by the Jewish tradition.  Ben Sira makes it clear that by recognizing the 
medical profession, he continues to affirm Torah’s teaching that Yahweh alone is 
their Redemptive-Healer.   
 Second, this foundational affirmation results in an embrace rather than 
rejection of the profession of Hippocratic medicine.  The affirmation is based upon 
several points.  (1) The wisdom exercised by physicians comes from God who is its 
source.  “From God the doctor has his wisdom” (38:2).  (2) The glory does not go to 
the physician but to God who manifests his “mighty works” through medicine (38:6).  
(3) The medicinal agents themselves discovered and used in the medical arts are 
part of God’s continuing “creative work” (38:8) in which God “makes the earth yield 
healing herbs” (38.4).  God is the source of medicinal agents not man.  (4) The 
Torah itself recognizes non-miraculous means in which God provides healing.  
Again, Ben Sira appeals to Exodus 15:25, the verse immediately preceding the 
aforementioned foundational text, in which the bitter waters were made drinkable 
when Moses cast a tree (cu&lon) into the water by God’s command.  Ben Sira is 
clearly identifying the use of a tree – given its organic and potential medicinal 
powers -- as a divine endorsement of pharmacological agents.  God’s command to 
use a tree for “healing” in Exodus consequently does not undermine the theological 
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claim that Yahweh is Redemptive-Healer, but according to Ben Sira, it establishes its 
wise use as complementary to the Lord, Israel’s Healer.    
 Third, it is essential to Ben Sira’s argument to show how the sick can embody 
a traditional spiritual piety even when utilizing medical means.  This is an important 
feature to his argument because a traditional Jewish audience, presupposing that 
faithfulness requires utter dependence on God, will at the very least expect spiritual 
practices in continuity with Jewish healing preceding the Hellenistic period.  
Presupposed practices for the sick were based in an unquestioning belief in 
retribution theology.  In its essence, retribution theology is a belief that “Obedience 
brings divine favor and blessings, including long life, fertility, and health, while 
disobedience brings divine anger and curses, including premature death, infertility, 
and disease.”38  For Ben Sira, “Rewards and punishments in the afterlife were not 
even considered.”39  Brown shows how God’s retributive justice can be found in 
most books in the Hebrew canon, with Exodus 15.26 serving as the “foundation” and 
Deuteronomy 32:39 as the “capstone.”40  Consequently, Ben Sira affirms that 
reliance upon medicine coincides with retribution theology because the sick person 
is admonished to “delay not” in prayer, repent from sin, and offer God sacrifices 
(38:9-11).  After beginning these spiritual practices in one’s sickness, only thereafter 
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should the person give place to the physician (38.12).41  The tri-fold invitation to 
prayer, repentance, and sacrifice is consistent with the retribution theology found 
throughout the rest of the book.42  Likewise, Ben Sira’s call to accept Greek 
medicine does not replace the traditional spiritual practices for the sick but 
supplements them with a penultimate turn to medical help.  But turning to human 
physicians is not only recommended by Ben Sira, it is “essential to you” (38:1).  He 
pushes this expectation even further, implying that defiance toward the doctor is 
based in defiance toward God – who created the doctor (38:15).  Thus, in a 
surprising turn of wisdom, not only is it faithful to turn to the physician, it is part of a 
healthy spiritual practice.  Ben Sira’s appeal mentions but does not stress (in 
contrast to modern times) the hope for cure (38:13); the importance of making a 
place for the physician is primarily based in the argument that the physician is part of 
God’s created order, and the sick need to consent to this order irrespective of 
outcome. 
 Fourth, a spiritual piety is not reserved for patients alone in Ben Sira’s view, 
but can also be seen in the practice of spiritually-minded physicians.  The kind of 
physicians defended by Ben Sira are those who plead in prayer before God that (a) 
their diagnosis is accurate and (b) that their therapy is curative (38:14).  In this way, 
the practice of medicine is infused with the practitioner’s reliance upon divine 
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wisdom and therapeutic potency.  The physician does not claim special authority or 
power implicitly in herself either through special knowledge or office, nor does she 
appeal to foreign gods, but relies upon Israel’s God for special attendance within her 
practice.  Through the practice of prayer, the physician’s practice becomes 
permeated with God’s revelation:  “I am the LORD, who heals you” (Exodus 15:26).  
Similarly, when the patient is cured, the physician gives “glory in [God’s] mighty 
works” (38:6).   From Ben Sira’s perspective, prayer to Yahweh who heals is the 
most decisive mark of a faithful and pious practice of medicine.  Ben Sira’s argument 
implies that without this spiritual practice (and the heart motives behind the practice), 
rational medicine stands at odds with the teaching of Torah. 
 
Basil of Caesarea:  Long Rules 55 / Epistle 189 
 
 A Christian integration of Hippocratic medicine followed a somewhat different 
course from the integration represented in the Ben Sira text.  By the time Christian 
communities had developed enough to include organized care for the sick in the 
third and fourth centuries A.D., Hippocratic medicine and Asclepian cult were more 
firmly affixed than when Jewish peoples encountered it centuries before.43  This 
resulted in a sharp rejection of the Asclepian healing rite by Christian groups, since 
Asclepius was also considered by pagans as a supreme healing “Savior” and “Great 
Physician”.44  Into the fourth century A.D., Asclepius was a rival healing deity, 
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subsidized politically and financially by Roman authorities, and socially functioned as 
a competitor to Jesus as supreme healer.45  Some have argued that during the 
second and third centuries, rival religious traditions including Asclepian cult and 
Christianity, were engaged in a fierce competition for patrons, with their powers to 
heal the sick being a distinctive characteristic for outreach.46  One historian, based 
on a linguistic comparison of writings using terms associated with health and illness 
during the second and third centuries, found that Christian writing was far more 
nuanced compared to pagan contemporaries– suggesting a heightened knowledge 
of disease process and familiarity with care of the sick.47  Similarly, Avalos has 
argued that Christian care of the sick was both cheaper (usually free) and less 
invasive than other forms of healing cults during the second and third centuries – 
adding to its popular appeal in contrast to more expensive and potentially invasive 
procedures.48  Rodney Stark has argued that the heroic efforts of Christian care, 
especially in light of epidemics and the fear of infection, became a powerful 
sociological force partly explaining how Christianity could grow as a religion during a 
time of periodic state persecution.49  While urban populations were decimated by 
disease during these centuries, Stark suggests that Christians developed 
                                            
45
 Ruttlmann. 
46
 Avalos, R. J. S. Barrett-Lennard, Christian Healing after the New Testament : Some 
Approaches to Illness in the Second, Third, and Fourth Centuries (Lanham: University Press of 
America, 1993), Stark. 
47
 Barrett-Lennard. 
48
 Avalos. 
49
 Stark. 
107 
 
immunities.  Each of these factors played a decisive role, according to Porterfield, in 
the relative defeat of pagan healing cults, and in the rise of Christianity.50 
 It was not until the fourth century A.D., however, with a cessation of state 
persecution after 313 A.D., that the Christian church more clearly began to employ 
Hippocratic medicine as an agent of its mission of compassion for the sick (Matthew 
25:34-40).  The second and third centuries were marked by reliance upon folk 
remedies, nursing care, and healing via religious rituals such as anointing with oil 
and prayer.51  It was during the fourth century and onward that especially monastic 
communities in both the East and West began to more systematically establish 
institutions aimed for both care and cure.52  Monks became proficient in copying and 
extending medical texts, and some became skilled physicians advancing medical 
knowledge.53  The Rule of St. Benedict, written in the sixth century as a practical 
guide to Christian communities, made it incumbent for its ascetical members to “take 
the greatest care of the sick.”54  The result was a remarkable alliance that “went 
beyond anything that the classical world had to offer:  institutional health care 
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administered in a spirit of compassion by those whose desire to serve God 
summoned them to a life of active beneficence.”55  
 An early and arguably a highly influential Christian engagement with 
Hippocratic medicine came from the instructions and practice of Basil, bishop of 
Caesarea (d. 379).  Two important health care legacies of Basil include his 
instruction to monastic communities concerning the use of medicine in his Long 
Rules and the establishment of the first Christian hospital in approximately 371 A.D.  
Basil established a pattern of health care having a long-term effect on both Eastern 
and Western monasticism – including a substantial impact on Benedict’s monastic 
vision lived out in subsequent centuries in Western Christianity.   
 Basil was trained and practiced Hippocratic medicine but apparently refused 
its oath because of its pledge to gods beside Christ.56  Toward the end of his life 
after becoming archbishop, he started what some consider the first hospital on the 
outskirts of Caesarea (in modern day Turkey) -- described triumphantly by his 
eulogist as the “new city” since it was relatively a massive complex which modeled 
the highest Christian ideals of an archetypical polis grounded in a church-governed 
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institution aimed toward Christian charity.57   Basil himself described the purpose of 
the Basileias, later named after the bishop who founded it: 
“to raise in honor of our God a house of prayer built in magnificent fashion, 
and, grouped around it, a residence, one portion being a generous home 
reserved for the head of the community, and the rest subordinate quarters, all 
in order, for the servants of the divinity—to which there is free access, both 
for you magistrates and for your retinue? And whom do we wrong when we 
build hospices for strangers, for those who visit us while on a journey, for 
those who require some care because of sickness, and when we extend to 
the latter the necessary comforts, such as nurses, physicians, beasts for 
traveling, and attendants?”58 
 
Basil himself was an active caregiver at the institution, “taking the lead in 
approaching to tend” to the sick.”59  He greeted the sick with a kiss, treated their 
physical ailments, and dressed their wounds.60 
 There are several important historical contingencies underlying Basil’s self-
conscience embrace of Hippocratic medicine for Christian purposes. 
 (1) Ferngren argues that during the first three centuries of occasional 
persecution, the church had little opportunity to develop health care resources 
sophisticated enough to utilize or systematize Hippocratic practice.61   
 (2) Hippocratic medicine was an art that was primarily enjoyed by Roman 
aristocrats, whereas Christians had few converts from the upper-classes before 
Constantine.  This likely created a lack of familiarity with the use Hippocratic 
medicine by a poor Roman populace, and also meant that there were few Christians 
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trained in Hippocratic medicine during the first three centuries.  Basil represents an 
important shift in this regard, coming from an aristocratic family in the fourth century 
and trained as a young student in Greek medical practice.  Basil brought this 
background into his Christian conversion, and was able on a sophisticated level to 
see how Christian teaching and Hippocratic medicine coalesced.62   
 (3) It was during the fourth century that Eastern regions of the Roman empire, 
including Asia Minor, underwent population shifts.63  Large populations of people 
were migrating, with a large influx of primarily a poor populace moving into cities.  
This process of urbanization was coupled with changes in local governments in 
which aristocrats were more focused on Rome than local government.  With 
attention shifted away from local policies, a massive influx of poor peoples with no 
local ties to ancient cities, and worsening economic conditions, including a local 
famine in Cappadocia in 369 A.D., there was significant, but unmet human need.64   
 (4) Such human needs increasingly shifted toward the church, and especially 
toward increasing political power of local bishops.  Traditional local governments and 
their aristocratic families had little desire to assist financially a growing urban poor, 
and willingly shifted this political responsibility to the office of bishops.65  Brown 
shows how it was especially the bishop who became patrons of the poor, using their 
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influence especially on their behalf.66  Leaders such as Basil openly embraced this 
responsibility and garnered tremendous prestige in part because of it.67  Borrowing 
Greco-Roman understandings of social responsibility for family members, Holman 
has shown how Basil made appeals to his citizenship to care for sick and poor 
strangers based on a new theological vision which redefined the “family” and 
“household,” requiring broad social responsibility and action.68   
 (5) Finally, Miller has argued that there were political dimensions of health 
care policies tied to the Arian controversy in which Basil had been embroiled.69  
Social action and philanthropy played an important role in sensitizing common 
people and the imperial government to the theological controversy surrounding the 
second person of the trinity.  Basil was very familiar with the hospice care provided 
by Arian charity, and by copying aspects of their model, he essentially expanded the 
scope of this care further than an accomplished before.  By winning the respect and 
admiration of the people, Basil also aimed to capture them on behalf of Nicene 
orthodoxy.   
 Each of these five historical contingencies played an important, underlying 
role in Basil’s embrace and implementation of Hippocratic medicine.   The social 
conditions of rising poverty, changes within local government and ideas of 
citizenship, implications associated with theological debates, and the elevated status 
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of church bishops was combined with Basil’s personal familiarity and comfort with 
Hippocratic medicine – engendering a new alliance between Christian discipleship 
and the use of medicine.  Within Basil’s vision, the use of medicine was paired with 
those monastic communities that he helped organize and nurture.  While initially 
following a sarabaitic lifestyle marked by individualism, Basil rejected this form of 
asceticism for a cenobitic, community life.  He believed that this more closely 
followed the biblical and apostolic witness, promoted cohesion and order for the 
church, and could more easily be implemented with ample examples around him 
(including a community led by his older sister, Makrina).70  Having whole ascetic 
communities participate in the care of the sick had the obvious practical potential of 
assisting a much larger population of people in need.  However, care of the sick and 
welcoming strangers was also woven into the spiritual ethos of the community life 
itself.  Not only did the sick benefit by having a large cluster of caregivers gathered 
in a “new city,” but also, such activity formed “a centre of religious formation” and 
education in which life in Christ could be better realized.71  As will be shown below, 
medicine itself was understood to carry an important role of spiritual formation for all 
involved, both sick and caregivers. 
 Basil’s principle remarks concerning Hippocratic medicine can be found in his 
Long Rules 55 (and Short Rules 315).72  These were ascetical instructions written 
principally to monastic communities, but also written with the understanding that the 
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concepts outlined had general application to the whole church.  Basil’s viewpoint is 
summarized below in four arguments. 
 First, medicine is described as a gift of God permitted as an art aimed to 
address bodily infirmities that are ultimately due to the Fall.  It is comparable to other 
arts such as agriculture and clothes making, both directly mentioned as part of the 
curse in Genesis 3, given partly “to relieve the ills which came of the curse.”  God 
made medicinal herbs out of his benevolent will for our help for they did not “sprout 
from the ground of their own accord.”   
 Second, Basil stresses that medicine is a “pattern for the healing of the soul.”  
This idea is mentioned six times in Long Rules 55 and permeates his entire 
argument.  As a pattern, medicine’s primary purpose in God’s economy is to 
illustrate spiritual realities and truths to the sick.  Basil gives several examples in 
order to be clear.  Hippocratic medicine, grounded in a theory of humour excess and 
deficiency, illustrates the spiritual reality in which the soul is “advised to remove what 
is in excess or to make up what is lacking.” This statement captures the alliance 
between Hippocratic theory and theology -- the reference to “excess” and “lack” 
allude to the humour-based understanding of health and disease.  Another medical 
example includes painful medical procedures and “bitter drugs” which shows how we 
must “accept the cutting effects of the word that exposes and the bitter drugs of 
penalties for the cure of the soul.”  Likewise, chronic diseases teach us that spiritual 
healing may take a long time and require “sustained prayer and prolonged 
repentance and a more laborious struggle than reason would suggest to us is 
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sufficient for our healing.”  Basil spiritualizes medicine and disease, not in order to 
merely justify its use, but as an axiomatic principle ordering its proper use.  This 
means that when medicine for the body is not directly teaching and forming the soul, 
then it is by definition not in accord “with the goal of piety” and consequently, must 
be rejected.  In Basil’s view physical health and healing were secondary goods 
serving and subject to the primary good of eternal salvation.  Disease and healing 
provided a hermeneutic for comprehending and experiencing spiritual truths.73  
Consequently, the entire medical profession became “one of Basil’s most enduring 
analogies” for the care of the soul.74  It functioned similarly to a sacrament, and 
when a spiritual telos was not present, then medicine was useless and had no 
spiritual value.75  So while Basil acknowledged that medicine was originally 
established in God’s creative order (argument one above), its purpose culminates in 
how it patterns Christian salvation and its application upon the spiritual life.  In 
Basil’s view, Hippocratic medicine could only be rightly understood as a divinely 
created art that ultimately pointed to the story of the Bible culminating in Jesus Christ 
– only this specific narrative framework could be harmonized with Christian goals for 
the spiritual life. 
 Third, Basil outlines key principles signaling either a proper use or mis-use of 
the medical art.  He calls those who completely “avoid the benefit of medicine” as 
having a “contentious spirit.”  God may use “means” in order to “accomplish the 
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grace of healing” as in the case of King Hezekiah (whose healing came through the 
application of figs – 2 Kings 20:7) or healing may come “invisibly.”  For Basil the key 
is emphasizing the source of healing instead of focusing on its medium.  The benefit 
of healing through means such as medicine is that, when rightly interpreted, if “often 
leads us to a keener perception of the Lord’s grace.”  However, there are also 
important limits to a right use of medicine stressed by Basil.  Physical health and 
healing should not be pursued to the extent that it “turns our whole life into one long 
provision for the flesh.”  In other words, the pursuit of bodily health and healing 
should not be an end in itself.  Signs of misuse of the art include considering 
physicians as “saviors,” placing all of one’s hope in the power of medicine, 
“expecting medical remedies for every disease” by operating under a “craze for 
bodily health,” and considering medicine as the only means for healing.  In contrast, 
the right use of medicine must always give credit to God when healing takes place, 
should not exclude other forms of healing practices,76 and must always serve the 
formation of the soul.  Each of these are important factors in considering the proper 
ordering of medicine according to Basil. 
 Fourth, the bishop offers a template for disease origin, and explains its 
implications in understanding the purpose of sickness and a patient’s proper 
response.  A primary distinction established by Basil is that some diseases have a 
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natural origin caused through improper lifestyle or having some other physical basis, 
and other diseases being spiritually derived with no natural basis.77  Basil offers five 
biblical examples of spiritually derived (or unnatural) illnesses.  (1) Illness caused by 
sin (at times hidden sin) intended by God as discipline aimed for conversion – the 
Corinthian church being its example (1 Corinthians 11:30-32).  Illness also serving 
as a physical example of spiritual sins aimed to awaken the sinner who has not 
examined himself (Luke 15.17) or even acknowledge sin’s presence as in the case 
of the paralytic (John 5.14).  (2) Illness caused by the evil one which God allows 
upon the saints to undermine Satan’s boast and manifest the just lives of the saints 
– exemplified in the life of Job.  (3) Physical suffering unto death that brings about 
eternal life – shown in the story of Lazarus (Luke 16:20-25).  (4) Illness aimed to 
engender spiritual humility as in the Apostle Paul (2 Corinthians 12:7).  (5) Disease 
having the purpose to manifest the goodness and power of God as in the case of the 
man born blind (John 9).  According to Basil, illnesses which have a natural origin 
should be normally addressed using the natural means of medicine.  However, those 
illnesses which are “unnatural” – having only a spiritual cause – require a different 
response from the sick.  For example, those who have discerned that they are being 
punished by God for sin, according to Basil, must first repent and then “we ought to 
take it quietly and do without medical attentions and endure whatever comes our 
way.”  For Basil, it would appear that his underlying presupposition is that spiritually 
generated disease should be treated by spiritual remedy; whereas, disease 
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generated by natural means should be treated by bodily medicine (interpreted to 
serve as a pattern for the care of the soul).78  Recognized as one of the great 
teachers of the Church, Basil established a synthesis of medicine and Christian 
theology that shaped the Western medical profession into early modern times.   
 
The Fourth Lateran Council: Canon 22 
 One of the most influential medieval reforms affecting the relationship of the 
Christian church to Western medicine came in 1215 from the Fourth Lateran 
Council.  Historians generally understand this council to have secured and tightened 
the exercise of papal influence over church and society.  Canon 22 declared that 
“Physicians of the body called to the bedside of the sick shall before all advise them 
to call for the physician of souls, so that, spiritual health being restored, bodily health 
will follow.”  This canon also asserted the primacy of the soul over the body, a 
potential causal relationship between moral sin and physical sickness, and the 
professional responsibility of physicians to coordinate their efforts with care of souls.  
In this way the canon ensures that the confession of sins be included in the care of 
the sick – no matter how serious or trivial the ailment.  Additionally, making 
confession a regular component of medical care was intended to prevent the sick 
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person from assuming that the offering of confession meant immanent death.79  
Physicians were to invite the sick to confess their sins to a priest before an initial 
medical examination in order to stem this worry.  On one hand, this canon serves as 
an important example of the concord between the medical profession and church 
authorities.  Physicians of the body were to work together with physicians of the soul 
by recognizing the potential spiritual source for sickness and by encouraging 
repentance as the first order of response.  The canon, however, also marks an 
important ecclesiastical decision institutionalizing a division of labor, demarcating 
matters of the body from matters of the soul.  While such a division was not strange 
in practice, it was new on the level of an ecclesiastical formalization.  This can be 
contrasted when several hundred years earlier, Basil of Ceaserea had applauded 
the physician Eustathius for “not confining the application of your skill to men's 
bodies, but by attending also to the cure of the diseases of their souls” (Basil of 
Caesarea, Letter 189).  The Fourth Lateran Council, in contrast, expects cooperation 
from physicians on spiritual matters but no direct spiritual intervention, at least in 
regard to confession.  The primary motivation behind this ruling was not a practical 
one – to establish a division of labor between priests and physicians – but to re-
establish papal authority over the social and intellectual milieu of European culture, 
which had been waning during the late twelfth century, as well as to combat doctrinal 
challenges from heretical groups advocating antisacerdotal beliefs.80  Mandating that 
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only priests receive confession heightened the importance of priestly authority, and 
consequently, furthered the church’s ability to exercise direct supervision over the 
beliefs and lives of the laity. This ruling, combined with similar ecclesiastical rulings 
that limited the practice of clerical medicine beginning in the twelfth and thirteenth 
centuries,81 may have had the unintended consequence, however, of eroding the 
vocational influence of clergy on the practice of medicine.  As a result, it was during 
the thirteenth century that large portions of Europe saw a significant demographic 
shift from clerics to secular physicians82  – trained in universities rather than 
monasteries – so that in France during 1300-1345, only one percent of physicians 
were also clerics.83  The thirteenth century marks an emerging divide between 
spirituality and medicine,84 and presumably the medieval proverb tres medici, duo 
athei (“where there are three physicians, there are two atheists”) accelerates in the 
popular mind only after this important shift.85 
 
Richard Baxter:  Duty of Physicians86 
 The eminent English Puritan, Richard Baxter (d. 1691), may have provided one 
the most detailed instructions related to Christian physician spiritual care in his 
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Christian Directory.87  According to one account, Baxter had a weak physical 
constitution his entire life, suffering small pox at age fourteen, and enduring a 
nervous condition (melancholy) and reoccurring cough.88  Baxter claimed to have 
been treated by 36 physicians in his youth, which he believed made his physical 
condition worse.89 Baxter was also part of the nonconformist movement in England, 
and the uncertainty of a clerical career as an English dissenter, made his own 
learning and practice of medicine a viable and practically necessary alternative.90  
This also led to a period of time when he held dual roles as minister and physician 
because there was no available physician in town. He took this dual role upon the 
urging of his own parishioners, “but as soon as he was able to bring in a ‘godly’ 
medical doctor, he gladly gave up medicine.91 Baxter eventually persuaded just such 
a physician to practice nearby. According to Birken, many well-qualified clergy 
dissenters in seventeenth century England flooded the medical profession because 
of the political-religious climate. “The rising status of the profession itself throughout 
the century and beyond was owed in no small part to the single-minded dedication 
brought to it by some of the most talented of Puritans, dissenters, and dissenter 
sons who had transformed medicine into a kind of secular priesthood, with all the 
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ardor and idealism that would have normally gone into their clerical vocations.”92 
Such a growing contingent of “godly physicians” in Baxter’s own context likely 
served as part of the original audience as he wrote “Duty of Physicians.” 
 Baxter cautioned physicians to not pursue wealth, to always help the poor, and 
to yield to better physicians with humility.  Baxter also exhorted physicians to 
“depend on God for your direction and success.”  Since it was too easy to miss a 
diagnosis or incorrectly perform a procedure, the physician must “earnestly crave 
[God’s] help and blessing.”  Likewise, caring for the sick and dying, rather than 
leading to a physician’s “hardened heart,” should engender deeper spirituality and 
cause physicians to be themselves “more industrious in preparing for the life to 
come.”  According to Baxter, this also meant that physicians should care for patients’ 
souls and not only physical bodies.  Physicians have a unique opportunity to speak 
“a few serious words” about salvation and judgment – an opportunity some pastors 
may not be afforded.  “Think not to excuse yourselves by saying, ‘It is the pastor’s 
duty.’ For though it be theirs ex officio, it is yours also ex charitate.  Charity bindeth 
every man, as he hath opportunity, to do good to all, and especially the greatest 
good.”  In Baxter’s understanding, sickness arouses spiritual needs and questions, 
and faithful physicians must address them by using their power and position out of 
love for souls.  Echoing the prioritization of spiritual over physical matters seen in 
many medical-spiritual symbioses of the past, physical cure is ordered by Baxter as 
ancillary to the spiritual healing of souls.  Speaking of his dual role as minister and 
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physician, he remarked, “God made use of my practice of physick among them as a 
very great advantage to my ministry; for they that cared not for their Souls did love 
their Lives and care for their Bodies.”93 
 
Consensual Christian Themes 
 
Presuppositions 
 
 The scope of this next section is to move beyond individual textual 
considerations and engage the four identified texts with the aim of analyzing shared 
ideas or themes.  Shared themes may together comprise a preliminary Christian 
tradition of physician spiritual care. Before proceeding with this task, however, 
groundwork must be established regarding a working definition for “Christian 
tradition.” This study gives serious attention to the definition of Christian tradition 
proposed by Thomas Oden: “The concept of ‘holy tradition’ has come to refer to the 
teaching handed down by general lay consent to the apostolic teaching from 
generation to generation.”94  Oden writes elsewhere that “orthodoxy” is the “ancient 
consensual tradition of Spirit-guided discernment of scripture.”95  The essence of 
Oden’s position is that the revelation of God in Christ has been accurately recorded 
as an apostolic consensus written primarily in Scripture, and that the apostolic 
teaching has been handed down from generation to generation known through the 
consent of the whole church.  Oden’s entire theological project aims to articulate and 
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shed further light upon this empirical consensus that exists in the writings of the 
church in order to challenge a modern audience that is hungry only for the 
theologically new.  The difficulty of this approach is being able to articulate which 
theological beliefs and practices are in concord or discord with lay consensus.  In 
order to meet this challenge, Oden emphasizes the work of Vincent of Lerins, a fifth 
century monk, who articulated three key characteristics that accompany apostolic 
tradition.  “In the worldwide community of believers every care should be taken to 
hold fast to what has been believed everywhere, always, and by all.”96  Oden 
cautions that obviously every important theological question has never absolutely 
been answered by the church.  Vincent’s rule is not about “unanimous perfectionism, 
then, but a reliable reverberation of the symphony of faith.”97  Consequently, by 
following this rule, Oden’s theological method is an attempt to carefully listen to the 
whole church when deliberating over questions of apostolic tradition.  Locating the 
apostolic tradition follows a consensual approach that is multi-cultural 
(“everywhere”), inter-generational (“always”), and broadly agreed upon (“by all”) – 
characteristics that together form a matrix by which to discern the continuities 
existing throughout the Christian tradition.   
 This dissertation explores the question of whether one can identify a 
consensual Christian tradition related to spiritual care and the practice of the 
physician. If there is such a consensus, what are those characteristics?  In 
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attempting to locate themes of a consensus, the four historical texts were coded line-
by-line. Following principles of grounded theory, a set of themes inductively emerged 
through an iterative process of constant comparison.  Table 8 exhibits the results of 
this qualitative analysis.  Five overlapping themes emerged from the four texts.  
These themes deserve more lengthy description given their prevalence and potential 
importance within the Christian tradition. 
 The rest of this section will describe the themes referenced in these four 
texts.  Primary importance will be given to those themes that appear in all four texts.  
A more cursory analysis will be given to those themes that appear in three of the 
four texts.  Themes that appear in only one or two texts will not be further analyzed 
within this project.  The assumption underlying this approach of focusing on shared, 
overlapping themes is that themes that occur more frequently may more likely be 
representative of the Christian tradition, and provide guidelines for contemporary 
Christian physicians.  
 One limitation in this approach is that certain themes may be so elemental to 
Christian writers that they are either never mentioned or infrequently mentioned 
since they are not in any way in dispute within the Christian tradition.  This may, for 
example, explain why the Jewish Ben Sira is the sole text that explicitly identifies 
God as the underlying source for healing – all subsequent Christian reflection 
unanimously and uncontroversially accepted this premise.  The context of Ben Sira 
required this emphasis because of the specific issues faced by his audience.  
Whereas the contexts and cultures of the other three texts already held in common 
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God’s role as Healer.   This belief was so assumed and undisputed that it did not 
require reference or substantiation. In addition, the importance of some of these less 
frequently mentioned themes for a contemporary audience should not be 
underestimated.  Therefore, themes mentioned two times or less should not be 
dismissed as theologically less relevant and may need further, future examination on 
a case-by-case basis.  Despite this limitation, analysis based on frequency serves as 
a compelling rationale for emphasizing certain themes above others.  It 
demonstrates that despite widely different ages, cultures, and geographical 
locations, key themes within the Christian tradition are preeminent, as they 
consistently find reemphasis despite contextual differences.  The reiteration of these 
themes in past contexts may point to core Christian viewpoints and practices that 
are particularly relevant for careful consideration by Christian physicians in the  
contemporary context. 
 
Description of Consensual Themes 
 
Spiritual Priority Within Physical Illness 
 The first theme was coded “the spiritual priority within physical illness.” This 
theme was defined as the spiritual meaning and purpose of illness as holding priority 
over the physical experience of illness.  For example, Ben Sira insists that spiritual 
sacrifices were to be made by the sick person “then give the doctor his place” 
(emphasis mine).  The sequential order within time follows a sequence of 
importance.  The importance of sequence is also demanded by the Fourth Lateran 
Council: “before all else they admonish them to call for the physician of souls so that 
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after spiritual health has been restored to them, the application of bodily medicine 
may be of greater benefit, for the cause being removed the effect will pass away.”  
Whereas the prioritization of spiritual matters over physical remains the same, the 
Council includes an additional rationale.  This rationale is based on the belief that 
physical illness can be caused by spiritual sin.  In order for physical medicines to 
have their proper effect, the patient must first deal with the root cause on the level of 
the spiritual plane.  Physicians are required to acknowledge this sequence and 
adhere to it in their own care practices so that the spiritual is prioritized over physical 
care.  Likewise, the decree forbids physicians from advising patients to undertake 
any type of sinful behavior as a remedy for physical cure.  Some physicians advised 
their patients, for example, to engage in sexual activity such as masturbation as a 
therapy aimed at cure.  The Council forbids this advice on the grounds that since 
“the soul is far more precious than the body,” it is never ethical to introduce disease 
to the soul through sin in order to heal a physical malady.  In addition, Basil 
structures his understanding of a proper use of medicine based on an understanding 
that the physical serves the spiritual.  Medicine is only so properly practiced and 
received when it is done “as a pattern for the care of souls.”  Basil’s sacramental 
theology of medicine results in a basic tenet that whenever medicine is not ordered 
with a primary aim of instructing the soul, then it is by definition a misuse of the gift 
of medicine.  Medicine is disordered when its scope is not organized around care for 
the patient’s soul.  Finally, Baxter also emphasizes the priority of the spiritual over 
physical illness in multiple ways.  Physicians, who study nature and who are 
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surrounded by dying and death, should be particularly sensitive to spiritual truth such 
as the reality of death, the immortality of the soul, and the purpose of life.  He says, 
“You that live still as in the sight of death, should live as in the sight of another world, 
and excel others in spiritual wisdom, and holiness, and sobriety, as your advantages 
by these quickening helps excel” (Direct V.).  Whereas Basil focuses on the 
sacramental meaning of physical illness,98 Baxter highlights the psychological impact 
of illness upon the spiritual life.  Illness and death should raise one’s mental and 
emotional awareness about greater spiritual realities.  Illness and death are constant 
reminders to patients, family members, friends and physicians that physical life is 
temporal and fragile, pointing us to the spiritual world, which is eternal and solid.  He 
writes, “Let your continual observation of the fragility of the flesh, and of man's 
mortality make you more spiritual than other men, and more industrious in preparing 
for the life to come, and greater contemners of the vanities of this world. He that is 
so frequently among the sick, and a spectator of the dead and dying, is utterly 
unexcusable if he be himself unprepared for his sickness or for death.”99 
 
Importance of Patient Prayer 
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 Baxter affirms a sacramental link between the physical and spiritual but does not focus on 
this point like Basil (although he clearly did not use “sacramental” language). He writes that the study 
of nature intrinsically points one to God. H says: “To say, as some do, that they study nature so 
much, that they are carried away from God; is as if you should say, they study the work so much, that 
they forget the workman; or, they look so much on the book, that they overlook the sense; or, that 
they study medicine so much, that they forget both the patient and his health. To look into nature and 
not see God, is as to see the creatures, and not the light by which we see them; or to see the trees 
and houses, and not to see the earth that beareth them. For God is the creating, conserving, dirigent, 
final Cause of all. Of Him, and through Him, and to Him, are all things; He is all in all.” 
99
 Direct V. 
128 
 
 The second theme found in all four texts was coded “the importance of patient 
prayer.”  This theme was defined as an implicit or explicit admonishment for the 
patient to pray during the experience of illness. Ben Sira, for example, encourages 
the sick to pray to God because God is the source of healing: “My son, when you are 
ill, delay not, but pray to God, for it is he who heals” (38.9).  Similarly, Basil writes: 
“… when we receive blows from God who so kindly and wisely orders our life, we 
first ask of him that we may understand the reason why he imposes the stripes, then 
we ask either release from the pain or endurance, such that with the trial he may 
also give us a way out, that we may be able to bear it” (55.3).   
 In Basil’s theology, the sick are to turn to God in prayer to discern God’s 
spiritual purposes in illness – a purpose that is always geared to the patient’s 
salvation or spiritual growth.  It is upon understanding the spiritual rationale that God 
is teaching within illness that the patient may then petition God for physical healing 
or endurance.  Patient prayer holds a key place in the way that a patient interfaces 
with illness.    
 The same theme appears in the twenty-second canon of the Fourth Lateran 
Council in which the church decreed that physicians of the body “shall before all else 
[they] admonish them to call for the physician of souls” in order to “attend to the 
salvation of their soul.”  The Council’s viewpoint is that there is “sometimes” a link 
between sin and physical sickness, and consequently, prayer through confession to 
the Great Physician will yield, first, “spiritual health” and “after spiritual health has 
been restored to them, the application of bodily medicine may be of greater benefit, 
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for the cause being removed the effect will pass away.”  The decree emphasizes the 
importance of prayer in the form of confession to yield a reconciled relationship to 
God and the potential for physical healing.  Physicians of the body are expected to 
prioritize the spiritual practice of prayer since it not only follows the proper order of 
the spiritual over the physical, but also because this priority in itself will potentially 
result in physical cure.   
 The importance of patient prayer is also an emphasis within Richard Baxter’s 
pastoral counsel.  Sickness, irrespective of whether God so chooses to physically 
cure, is a time to invoke spiritual examination, repentance, and renewed 
commitment to hate the world and follow God.  Writing in this context to those who 
are sick, he says: 
Also now you have a great advantage, for the quickening of your hearts that have 
lost their zeal, and are cold in prayer, and dull in meditation, and regardless of 
holy conference. If ever you will pray earnestly, sure it will be now; if ever you will 
talk seriously of the matters of salvation, sure it will be now. Now you do better 
understand the reason of fervent prayer, and serious religion, and circumspect 
walking, than you did before; and you can easily now confute the scorns, or 
railings of the loose, ungodly enemies of holiness; even as you confute the 
dotage of a fool, or the ravings of a man beside himself.100  
 
 Each text emphasizes the connection between sickness and the spiritual life, 
and consequently insists that the practice of prayer connects the patient to God 
functioning as a means by which the patient confesses sin, receives reconciliation 
and a renewed relationship with God.  Prayer for cure is an anticipated dimension of 
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the content of prayer.  However, it is spiritual healing within physical sickness that 
remains the central goal of prayer emphasized in all four texts. 
 
Importance of Patient Spiritual Practices (Self-examination/Repentance) 
 The third theme consistently noted in all four texts was coded the “importance 
of patient spiritual practices (self-examination/repentance).”  This code was 
differentiated from the theme of patient prayer because of the prevalence of the 
practice of patient prayer and the importance of noting other spiritual practices.  
Beside prayer, Ben Sira emphasizes the importance of the sick person experiencing 
interior spiritual renewal through heart repentance and by following Jewish sacrificial 
practices of atonement: “Flee wickedness; purify your hands, cleanse your heart of 
every sin.  Offer your sweet-smelling oblation and memorial, a generous offering 
according to your means” (38.9-11).   
 In similar fashion, Basil admonishes the ascetical community to a spiritual 
practice of discernment in understanding God’s purposes, having “contracted 
illnesses for our instruction.”  God has different purposes in bringing about illness,101 
and the wise user of medicines will only employ the medical art in partnership with 
understanding God’s greater goal of increasing holiness. Both the illness and its 
potential remedies, according to Basil, are all directed to the singular goals “ordered 
to the glory of God and as a pattern for the care of souls” (55.2).  Consequently, 
spiritual discernment becomes a key practice further directing the sick in their 
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subsequent practices.  Those who discern God’s hand of punishment must practice 
confession and repentance.  Those who are being attacked by the devil such as in 
the case of Job must exhibit patience in order to destroy Satan’s purposes.  The 
sick, who have a thorn in the flesh like the Apostle Paul, are called to embrace their 
fragile human nature and point to the power of God.  Thus, the spiritual practice of 
discernment in Basil’s understanding becomes a foundational component for 
subsequent spiritual growth and soul care.102   
 In similar but more compact terms, the Fourth Lateran Council required that 
physicians admonish their patients to “call for the physician of souls” and “attend to 
the salvation of their soul.”  These are likely gloss phrases intended by the Council 
to encourage the sick to employ a number of spiritual practices, including confession 
of sin to a priest and the performance of penance.   
 Similar themes also appear in the writing of Baxter.  In his “Directions how to 
profit by our sickness” he instructs the sick to follow each of these spiritual practices:  
(1) life review with specific aim of examining unrepented sin, (2) conscious attention 
to those unrepented sins which are unearthed, (3) absolute dismissal of the vanity of 
the world, (4) heavenly mindedness that the life of the saints is far better than life in 
this current age, (5) mortification of the deeds and desires of one’s flesh, (6) the 
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quickening of one’s heart to a renewed earnestness to pursue holiness, (7) 
heightened recognition of one’s utter dependence on God, (8) greater recognition of 
the preciousness of time left on earth and of how all of it must be used for spiritual 
purposes, (9) increased preparation for death and meeting God, and (10) as an act 
of testimony before one’s friends and family open confession of sins and spoken 
resolutions of how one will live if God so chooses to heal.   
 
Contrast With A Rival Healing Tradition 
 The fourth code noted in all four texts was titled “Contrast with a rival healing 
tradition.”  This theme was defined as the explicit or implicit recognition and 
response to adversarial beliefs or practices connected to medicine requiring 
Christian rejection.  Within Ben Sira, a rival healing tradition forms the implicit 
context in which God’s people are leery of calling a physician because of their 
anticipated reliance upon magical practices and occult ritual.   Up until this point of 
history, the people of God had identified a healing practice that was understood to 
challenge Yahweh as Healer.  Ben Sira’s argument counters this conclusion, not by 
denying the possibility of a rival healing tradition, but by showing that Hippocratic 
medicine was a divine means by which God healed his people.  Ben Sira did not 
argue that Hippocratic medicine was neutral per se but that its physicians and 
medicines were in harmony with Torah when it is acknowledged that (a) medicine is 
a divinely created earthly gifts intended for human benefit, (b) medical practice is 
disconnected from reliance on foreign gods, (c) physicians also pray to God for 
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wisdom, diagnostic accuracy, and treatment effectiveness, and (d) the sick follow 
traditional, spiritual piety of prayer, repentance, and offering ritualistic sacrifices.   
 A rival healing tradition is also referenced by St. Basil in the Long Rules 55.3:  
“Yet to put all hope of one’s health in the hands of doctors is worthy of cattle – which 
we see happening in the case of some wretches who do not shrink from calling them 
‘saviours’!”  Basil’s mentioning of “saviours” is a likely reference to the Greek god, 
Asclepius, who too was esteemed as saviour and characterized as a direct rival to 
Jesus.103  It may have been that many of the Hippocratic physicians conflated their 
practice with the Asclepian cult.  This resulted in a pagan acknowledgment of 
physical cure being described in terms of salvific language, culminating in the final 
credit being given to the human physician and their conflation with the “Savior” 
Asclepius).  In response to a widespread, cultural veneration of Asclepian-
Hippocratic physician healing, Basil characterizes misuse of the medical art with 
several, overlapping concepts.  The underlying framework grounding Basil’s 
evaluation of a well-ordered or a rival, disordered medical use is the term 
“disposition.”104 Whenever medicine is used “as if to set aside the judgment of God, 
he labors in vain and provokes God’s anger” (Short Rules 314).  In other words, the 
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pastoral key in discerning the right or improper use of medicine is the sick person’s 
attitude and conscious goals within their experience of illness. What then are the 
characteristics related to an improper disposition in the use of medicine?   (1) It is 
misused when God is not understood as the primary determiner of health and 
sickness.  When it “turns our whole life into one long provision for the flesh” in which 
one “invest[s] in it the whole cause of our health or sickness” (Long Rules 55.2).    
(2) Another sign of disorder occurs when a person, without access to medicine, 
loses “all hope of relief from our distresses” (55.2).  Since one’s hope should be in 
God who alone relieves distress, hopelessness is an indication that a Christian 
approach within sickness has been abandoned – since sanctification, rather than 
cure, is God’s true purpose in illness.  (3) A third sign of a patient’s false disposition 
is “expecting medical remedies for every disease” (LR 55.4).  (4) A final sign of a 
disordered disposition toward medicine is when there is failure to discern the 
“pattern and copy for the treatment of the soul” (LR 55.5).  Since both illness and 
medical remedy exist to serve the salvation of the soul, the disordering of this 
pattern within the experience of the sick points to a false disposition towards the 
right order of medicine.  Any one of these four characteristics indicates that medicine 
or its practitioners are being elevated above God’s economy of purpose.  Each of 
these characteristics, then, not only point to a general level of disorder, but are signs 
which indicate the esteem of a false “saviour.”  When the sick fail to trust in Christ as 
Savior with the goal of union with Christ, they inevitably rely on a rival savior – 
irrespective of whether it is specifically Asclepius, a human physician, or a sheer, 
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intense focus on physical cure.  Each of these signs points to an idolatrous 
disposition, failing to seek union with God in and through the physicality of our illness 
and medicine.    
 A rival healing practice is more implicit regarding the context of the Fourth 
Lateran Council.  Since the immediate context was almost “exclusively Christian,”105 
it is inaccurate to describe the context as explicitly a rival healing tradition.  Canon 
22 would appear, however, to see a certain level of rivalry in specific healing 
practices by Christian physicians.  The canon contains two rival healing practices.  
The first is the physician who does not “advise and persuade”106 the ill person to “call 
for the physician of souls” and “attend to the salvation of their soul.”  A physician 
who does not follow this order fails to comply with the fundamental theological belief 
that our physical reality is tethered to the spiritual, and that in order to properly 
address physical issues such as illness, spiritual concerns must be dealt with first.  
The second rival healing practice that the canon attempts to censure is a physician 
offering medical recommendations that contradict Christian moral teaching.  
Recommendations would include improper sexual activity such as fornication or 
unnecessary luxurious diets during church declared holy days.107  These were 
considered rival because they put the physical aim of health before moral 
compliance to God’s law.  This reverses the bedrock theological principle that “the 
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soul is far more precious than the body.”  Consequently, the Council was concerned 
enough with the seriousness of both practices that anathemas were promised to any 
Christian physician who failed to comply with both principles.  The Council 
interpreted both practices to be harmful enough to require the greatest of censures.  
Within a Christian context, healing practices that lacked consistency with bedrock 
Christian beliefs received grave treatment, and on these grounds can be historically 
described as rival practices. 
 Such a rival healing tradition can finally be seen in the writing of Richard 
Baxter.  Responding to the notorious phrase religio medici (“the religion of the 
physician”), Baxter wrote:  “It is strange that physicians should be so much 
suspected of atheism as commonly they are; and religio medici should be a word 
that signifieth irreligiousness... But as no men are more desperately wicked, than 
those that are wicked after pious education, and under the most powerful means of 
their reformation; so it is very like that those physicians that are not truly good are 
very bad; because they are bad against so much light, and so many warnings; and 
from some of these it is like this censorious proverb came.”  As a guild, the so-called 
religion of the doctor had become affiliated in the popular mind with atheism, and in 
particular, naturalism.108  Baxter suggests that the nature of the work associated with 
being a doctor can lead physicians to become morally “very bad.”  He names a 
confluence of issues that may lead physicians down the road to atheism.  (1) Since 
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all physicians receive a pious education, its rejection by an individual leads 
especially to wickedness since the greater exposure to the truth will lead to greater 
wickedness if that truth is ultimately rejected.  (2) Physicians are exposed to extreme 
human deprivation, that when not allowed according to their intrinsic purpose to 
engender increased love and devotion to God, leads in the opposite direction of the 
hardening of the physicians heart.109  (3) Finally, according to some, the study of 
nature through the scientific method may result in being “carried away from God.”  
Baxter rejects this notion, however, because to “look at nature and not see God, is 
as to see the creatures, and not the light by which we see them….”  Consequently, 
to study nature and become an atheistic physician “is inexcusably blind.”  Whereas 
in Baxter’s opinion physicians may in other countries and in past times be rightly 
accused of atheism, he refutes it as being a strange caricature in his current context.  
However, in his view it remains a lingering danger warranting refutation.  Religio 
medici is a rival healing tradition, according to Baxter, requiring physicians to “watch 
their hearts and be afraid of being hardened” in order to not fall into an irrational and 
wicked atheism. 
 
Physician-Clergy Overlapping Spiritual Roles 
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 A final theme recorded in all four texts was coded as “Physician-clergy 
overlapping spiritual roles.”  This theme was defined as the implicit or explicit 
positive expectation that physicians hold responsibility along with clergy (or priests) 
in caring for the souls of the sick.   The theme also stressed that a physician’s 
domain was not confined only to the bodily needs of the sick. 
 This theme is least clear in Ben Sira.  Speaking to the sick, Ben Sira 
admonishes the sick to make the appropriate ritual sacrifices (“offer your sweet-
smelling oblation and memorial”), an action that would presumably require the 
services of a priest.  While the physician prays to God that his therapy be accurate 
and effective, it is left unclear in this text to what degree (if any) a physician engages 
in soul care of the sick.  Ben Sira does make an important link between medicine 
and spiritual growth in that the use of medical means leads to “people learn[ing] his 
power” and “glory[ing] in his mighty works.”  In other words, Ben Sira would appear 
to advocate a sacramental understanding of medicine – at least in a rudimentary 
way. 
 The seed of a sacramental theology in Ben Sira become mature in the 
thinking of Basil.  Medicine and pastoral care are corollaries in that medicine is a 
“pattern for the care of the soul.”  Both the diagnosis and treatment of illness, 
according to Basil, teach the sick about the realities and truths of the spiritual world.  
Spiritual realities are discerned through personal introspection, as well as through 
the diagnostic work of a spiritual superior and one’s spiritual community.110  Basil 
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does not comment in either the Long Rules 55 or Short Rules 314 about whether a 
physician should also carry the responsibility for discerning the spiritual meaning and 
purpose of physical illness.  However, in Basil’s letter (#189) To Eustathius the 
physician, Basil clearly extols the physician who does not confine the art of medicine 
to the body but also attends to the cure of the human soul.111  Whereas Basil does 
not demand that physicians expand their responsibilities to include the spiritual, he 
does applaud a physician who practices medicine as if she operated with “two right 
hands”  -- which is to say that soul care is as much as a domain of the medical art as 
bodily care.  It may also be important to recall that few Hippocratic physicians were 
Christian in Basil’s era, implying that the opportunity for coalescing roles was an 
infrequent opportunity in the fourth century.112 
 However, the greatly increased number of Christian physicians in the 
centuries ensuing after Basil’s era may partially explain why the Fourth Lateran 
Council and Richard Baxter give more attention to the question of physician-clergy 
professional boundaries.  Under canon law, the Fourth Lateran Council required that 
“physicians of the body ‘advise and persuade’113 them to call for the physician of 
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souls….”  The meaning of this canon and its implications for physician-clergy 
boundaries requires an expanded discussion. 
 Scholars who have discussed canon #22 have primarily followed medical 
historian Darrel Amundsen’s interpretation that the physician must advocate that the 
patient confess sins before his or her priest.  Amundsen’s discussion in chapters 
seven and nine of the Fourth Lateran Council in his important book Medicine, 
Society, and Faith in the Ancient and Medieval World assumes but does not attempt 
to prove that canon #22 involved the need for a priest or confessor.  This 
assumption is likely built on three pieces of evidence.  First, the preceding canon 
(#21) establishes in canon law the requirement for all lay people to confess sins to 
their local priest at least once a year.  Second, in canon #21, the priest who receives 
confession is to do so “after the manner of a skillful physician.”114  Thus, when canon 
#22 requires bodily physicians to “call for the physician of souls,” it would seemingly 
be an allusion to a priest receiving confession.  Third, the subsequent interpretations 
of canon #22 by commentators in the following centuries unanimously agreed that 
canon #22 required bodily physicians to advocate confession to a priest.  However, 
there are three reasons why this interpretation of canon #22 in its original context 
may be incorrect.  First, canon #22 never refers directly to a priest or a confessor.  
While a “priest” is specifically named in canon #21, canon #22 uses a more 
ambiguous term “the physician of souls.”  This might be a signal that the canon is 
                                            
114
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referring to something else.  Second, there is a clearly intended parallel structure 
within canon #22 between “physicians of the body” and “the physician of souls.”  The 
former clearly refers to physicians practicing the art of bodily medicine.  But does the 
latter refer to the local priest as mentioned in canon #21?  Whereas there are many 
bodily physicians, canon #22 uses a definite article “the” preceding the singular use 
of “physician” followed by a prepositional phrase which is in the plural “of souls.”  
The parallel construction would appear to imply that while there are many physicians 
of the body, there is only one physician for all souls – the Great Physician, Jesus 
Christ.  Third, canon #22 describes its obligation to bodily physicians a second time 
in the same canon, “advised by the physician in the course of the sickness to attend 
to the salvation of their soul.”  The canon does not describe the intended obligation 
as calling for a priest, but a more general gloss for the patient to attend to their own 
salvation.  While this could include confession to a priest, it is at the very least a hint 
that this may not be what the canon originally intended. 
 If the original intent of canon #22 referred, not to confession to a local priest 
but to a more general admonishment that the patient should seek full reliance and/or 
repentance on Jesus Christ, then it carries an interesting implication for spiritual 
care.  If this was its original intent, then it would appear to further extend Basil’s own 
view that a Christian physician was obligated to admonish the patient to first seek 
Christ before receiving bodily care.  Canon #22 would therefore be advocating that 
Christian physicians carry the important and direct obligation to bring a spiritual lens 
to the experience of illness.  In this way, physicians shared in the spiritual 
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dimensions of the experience of illness.  While it may be possible to distinguish 
between the original intent of the authors of canon #22 and its subsequent 
interpretation, it is clear that it subsequent interpretation understood the canon to 
require bodily physicians to advocate for the patient to call for the priest.  This view, 
as already suggested in Chapter two, would appear to create a division of labor.  
The bodily physicians’ obligation regarding spiritual issues is indirect in the sense 
that they are to admonish reliance upon a priest and his spiritual therapies such as 
confession.  The physician’s obligation is to revere the work of the church and the 
priest by advocating for them in the life of his patients.  However, this view would 
imply that there is no direct obligation of the physician to personally provide soul 
care itself.  In its place there is a cooperative division of labor. 
 Richard Baxter more clearly than the other writers directly confronts the 
question of professional boundaries between clergy and physicians.115  He notes 
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that some physicians may “excuse [them]selves by saying ‘It is the pastor’s duty.’”  
He argues, in contrast, that the spiritual obligation of the physician is not theirs “ex 
officio” but “ex charitate.”   It is an obligation of love embedded in the circumstance 
of illness and the opportunity afforded physicians.  In Baxter’s view, the physician 
has a unique opportunity created by the turmoil of sickness to say “a few serious 
words about the danger of the unregenerate state,” an opportunity that many pastors 
are not given.  In addition, the physician carries a level of power over the patient that 
is to be exercised out of love for the most important thing – the salvation of the soul 
before death.  For a physician to reject this obligation of love is tantamount to the 
parable in Luke 10 regarding the priest who passed on the other side of road without 
offering assistance to the half-dead man.  Baxter notes that a “few serious words for 
his conversion” is of utmost importance for a Christian physician to perform since the 
dying are passing into “the world from which there is no return.”  Consequently, 
Baxter stresses the shared and overlapping responsibility that physicans and clergy 
have regarding spiritual oversight of the sick.  A physician who is focused only on 
the body fails to exercise “compassion and charity to men’s souls.” 
 
Overlapping Themes #6-9 
  There are four themes that were identified in three out of the four 
examined texts (Table 8).  These themes include that God is the physician’s source 
of medical knowledge and skill, that God uses physical means to heal, that it is 
imprudent for the sick to neglect assistance from the physician, and that there is a 
link between illness and sin, health and confession.  The theme that God is the 
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physician’s source of medical knowledge and skill is exemplified by Ben Sira: “From 
God the doctor has his wisdom” (38:2)… “He endows humans with the knowledge to 
glory in his mighty works” (38.6).  The theme that God uses physical means to heal 
is demonstrated by Baxter, who responding to the following question, follows up with 
his reply: “But seeing God hath appointed all men's time, what good can physic do? 
If God hath appointed them to live, they shall live; and if he have appointed them to 
die, it is not physic that can save them…. But you must know, that God doth not only 
appoint you to live, that is but half his decree, but he decreeth, that you shall live by 
eating and drinking” (Directions to the Friends of the Sick). In other words, God’s 
decree to heal will also be accompanied by other intermediate divine decrees 
including a reliance on medicine and the physician.  An additional theme, that it is 
imprudent to neglect a physician’s medical assistance, is exemplified by Ben Sira 
who remarked that “the prudent should not neglect” the physician or his medicines 
(38.4) but instead, “give the doctor his place lest he leave; for you need him too” 
(38.12).  A final theme found in three of the four texts was a link between illness and 
sin, health and confession.  This theme is found in the Fourth Lateran Council which 
noted: “Since bodily infirmity is sometimes caused by sin, the Lord saying to the sick 
man whom he had healed: "Go and sin no more, lest some worse thing happen to 
thee" (John 5: I4).” 
 
Limitations of Identifying a Consensus 
 There are three further limitations in attempting to describe themes derived 
from these texts as forming a consensual Christian tradition 
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 One notable limitation is that the five themes (Table 8) do not constitute a 
tradition in the actual practice or experience of Christian physicians, but are primarily 
themes derived by the authors as ideal goals guiding practice.  The historical data 
surveyed provides little information on what Christian physicians actually did.116  This 
limitation prevents any direct comparison between the actual beliefs and practices of 
Christian physicians in the past with contemporary practice (Chapter Three). 
 Second, some may find the concept of a consensual tradition as a deeply 
limiting idea driven merely by orthodox ideology that ignores theological plurality - 
ultimately concealing a motive to superimpose its own particular viewpoint on every 
particular Christian community.  In response to this understandable concern, this 
project has approached Thomas Oden’s framework of a consensual Christian 
tradition, not as a given presupposition, but as a testable hypothesis in relation to the 
area of Christian physician spiritual care.  Oden’s claim is that there is an empirical 
consensus that exists in the writings of the church.117 The merit of identifying 
consensus among many Christian interpreters is that it is cross-cultural, 
intergenerational, and follows a fair and deliberative process.118 If such a consensus 
can be shown to exist among widely varying texts, then it inherently challenges 
counterclaims of a theological will to power. The four identified texts were analyzed 
following standard qualitative methods of empirical analysis.  Through an iterative 
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process of constant comparison, five themes of spiritual care emerged (Table 8) as 
forming a preliminary consensus among the four texts.  The four texts were selected 
based on a historical survey before any qualitative analysis occurred.  This further 
underlines that a will to power was likely not at play in the thematic analysis since it 
was not empirically clear if overlapping themes even existed among the four texts 
identified. Analysis has also made clear that two of the five overlapping themes were 
implicit in a particular text, rather than being explicitly stated.  Table 8 indicates this 
by placing parentheses where there may be interpretative bias since the text in 
question does not explicitly state the theme. This is an attempt to alert readers that 
potential interpretative bias may exist and scrutiny is required by reviewers in order 
to judge the accuracy of interpretation at these particular moments. If a will to power 
was operating then these moments of interpretation would not be so readily 
disclosed. 
 Consequently, given that empirical analysis yielded five overlapping themes 
in all four texts (and four additional themes in three of the four texts), it should be 
regarded as potentially significant.  Just as important, each identified text represents 
vastly different contexts of geography, age, language, purpose/audience, and 
theological perspectives. That these texts contain agreement regarding multiple 
specific themes should be considered potentially remarkable and holding promise for 
future validation.  It suggests that the five themes may constitute an important 
historical consensus among orthodox Christians related to the role of the Christian 
physician in providing spiritual care.  While caution remains necessary because the 
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selection of texts was not exhaustive, the preliminary results of this historical 
analysis hold resonance with Oden’s consensual hypothesis. However, future 
historical work is necessary in order to argue that the overlapping themes among the 
four texts signal a much wider consensus within the Christian tradition.  As will be 
argued in Chapter Four, the four texts have a consensus among themselves, but it 
goes too far to argue that the overlapping themes represent as a consensus the 
Christian tradition. 
 A third limitation in describing these five themes as consensual relates to the 
qualitative analysis itself. The gold standard of qualitative research ideally requires 
investigator triangulation.119  Triangulation mitigates investigator bias by involving 
multiple analyzers, ideally from different disciplines and ideological backgrounds. 
However, this process was not followed in the project because of authorship 
concerns of involving other persons in a humanities dissertation.  Consequently, 
there is potential selection bias within the identified themes since only one 
investigator performed all analysis.  Future work on the same and similar texts must 
include a process of investigator triangulation in order to underline impartiality.  This 
is also a weakness in Thomas Oden’s own consensual, classic Christian approach 
to systematic theology.120  Listening to the tradition in order to ascertain consensus 
should involve a process of multiple parties and theological viewpoints in order to 
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mitigate partiality and increase the likelihood of identifying an empirically verifiable 
consensus within Christian texts.   
 In light of these three weaknesses, the five identified themes constitute a 
construction of a textual consensus among four texts related to Christian physician 
practice of spiritual care.  Future work is necessary in order to address limitations 
and ascertain whether the consensus among the four texts represent an actual 
consensus within the Christian tradition. The empirical analysis of these four texts 
suggests that the overlapping themes have been a guide to Christian physicians as 
they care for the soul of those who are sick and dying.  It subsequently raises the 
question on if and how these themes can be brought into a critical theological 
dialogue with the contemporary context of Christian physicians working in secular, 
academic oncology contexts.  It is to this issue that the next chapter turns. 
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CHAPTER FOUR 
EXPLORING THE SPIRITUAL GAP:  
BARRIERS TO SPIRITUAL CARE BY CHRISTIAN PHYSICIANS 
 
 
 The RSCC study also invites theological exploration. The current chapter 
seeks to explore dimensions of the RSCC study, particularly focusing on physicians’ 
perceived barriers to spiritual care. This chapter argues that these barriers to 
spiritual care reflect and reinforce an underlying spirituality of immanence that 
socializes physicians to unconsciously neglect or avoid patient spiritual care. The 
overlapping Christian themes identified in Chapter three potentially offer an 
alternative spirituality based in the Christian tradition that can reawaken the 
importance of spiritual care.  However, the overlapping Christian themes must also 
be critically evaluated in light of the contemporary context.  With future testing the 
overlapping themes may prove to offer Christian physicians necessary guidance as 
they consider patient spiritual care. 
 
The Structural Dimensions of the Secular Medical Context 
Introducing the Hidden Curriculum 
 In a 1994 landmark article, Hafferty and Franks argued that formal medical 
curricula that aimed to provide ethics training to medical students and residents were 
generally in vain because “most of the critical determinants of physician identity 
operate not within the formal curriculum but in a more subtle, less officially 
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recognized ‘hidden curriculum.’”1 The process of medical training, not only in formal 
teaching, but more so in its daily grind on the medical wards and in regular patient 
interaction is a socialization process “by which people acquire the values and 
attitudes, the interests, skills, and knowledge – in short, the culture” through which 
lay persons are transformed into physicians.2  The authors argue that the hidden 
curriculum is the most powerful kind of socialization since the broader medical milieu 
forms medical students and young physicians in what to value, believe, and practice, 
as well as what to dismiss as inconsequential, according to the received traditions of 
academic faculty.  According to Hafferty and Franks, it is the “hidden curriculum” that 
holds the key to moral formation.   
 Under similar dynamics it is clarifying to understand the value of religion and 
spirituality in medical formation and practice.  While many have celebrated a 
dramatic increase of spirituality classes in U.S. medical schools over the past fifteen 
years,3 and this achievement should not be underestimated in its symbolic 
importance, it is important to underline that most of these have been elective 
courses, likely drawing a self-selected group of students and not engaging students 
who would most greatly benefit from its material. In a qualitative study of Christian 
physician residents at Harvard hospitals, there was near unanimous agreement that 
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the topic of R/S was viewed, in the words of one physician resident as “taboo.”4  
Does the RSCC study clarify the presence and role of R/S within the hidden 
curriculum?   Is R/S in fact “taboo”? 
 
RSCC Summary Findings 
 Key findings from the Religion/Spirituality Cancer Care (RSCC) study 
discussed in Chapter two help further clarify perceptions concerning R/S.  In Chapter 
two the RSCC study noted three major findings: 
 (1) It was shown that all three physician groups (“formed” Christian 
oncologists [MD-A], “nominal” Christian oncologists [MD-B], and all other cancer 
physicians [MD-O]) hold in large majorities positive attitudes about the 
appropriateness and impact of providing spiritual care to terminally-ill cancer 
patients.   Christian physicians have increased positive attitudes compared to other 
groups regarding the appropriateness and impact of physician spiritual care.   
 (2) Nevertheless, there is a significant disjuncture among all physicians in 
their positive views of appropriateness and the actual provision of spiritual care 
reported by patients’ themselves.  According to patients, spiritual care is infrequent 
in their medical experience; only 11.6% of terminally ill cancer patients could recall a 
specific time of ever receiving spiritual care from any of their cancer doctors.  
 (3) There are several possible reasons for why spiritual care is infrequent.  
Among all physicians, there are significant denominational differences between 
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patients and most physicians. The greater a denominational difference, the more 
difficult it is for individuals within either group to share R/S viewpoints or 
experiences, feel a spiritual bond or sense spiritual trust, realize common theological 
ground, or comfortably incorporate spiritual dimensions of healing.  In addition, 
physicians acknowledge structural barriers to spiritual care including lack of time, 
lack of training, a general belief that spiritual care is better done by others, and an 
inability to know how to navigate R/S differences.  85.9% of all physicians reported 
never to have received any form of spiritual care training. 
 Thus, it appears inaccurate to describe physician viewpoints of R/S as 
“taboo.”  In fact, large majorities of physicians consider spiritual care to be 
appropriate for physicians to practice at least occasionally.  However, its dramatic 
absence in actual clinical experience and its near absence in medical training has 
given the impression – at least to the Christians sampled in a previous qualitative 
study – that R/S is a taboo topic.  This then seems to resonate with Hafferty and 
Franks’ contention that a hidden curriculum is potent and a formative reality. This 
hidden curriculum has a strong impact at the intersection of the practice of medicine 
and R/S.  Physicians are formed within their practices, not only in what they see and 
do as they are mentored by faculty, but also by those things that are rarely or never 
done. 
 
Overlapping Christian Themes in Contemporary Practice 
 Theological reflection on this hidden curriculum or ethos can fruitfully ask 
whether the themes identified in the historical theological exploration of Chapter 
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three are visible in practice among Christians today.  While the design of the RSCC 
survey does not allow a direct or full answer to this question, there are at least some 
signs within the database indicating that consensual Christian themes of spiritual 
care are not presently operating among many Christian physicians.  Three examples 
follow illustrating this hypothesis. 
 First, the Christian tradition of “the spiritual priority within illness” emphasizes 
that issues of a patient’s soul precede bodily concerns, and consequently, Christian 
physicians should encourage or reinforce this priority among patients when 
appropriate.  While spiritual care by Christian physicians appears to be somewhat 
infrequent for understandable reasons, the “desire to offer any type of spiritual care” 
(Table 4) is not as frequent as what might be expected if this were a norm adopted 
by Christians.  Even among the MD-A group 25% rarely or seldom desired to 
provide spiritual care and only 17% always or almost always had this desire (58% 
answered occasionally or frequently).  If the theme of a spiritual priority within bodily 
illness were received as a normative guide among Christian physicians, then it 
would likely follow that physicians formed by this principle would at the very least 
desire to provide spiritual care based on this priority, irrespective of possible barriers 
or conditions preventing this care.  Instead, it would appear that the theme of a 
spiritual priority within illness is not a norm consistently operationalized even among 
more formed Christian physicians. 
 A second consensual norm identified within the Christian tradition is that 
Christian medicine can be contrasted with other rival healing traditions. This theme 
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was defined as the explicit or implicit recognition of adversarial beliefs or practices 
connected to medicine. These adversarial beliefs or practices were seen as 
requiring rejection by Christians.  However, in response to the statement “My 
religious/spiritual beliefs influence my practice of medicine,” a majority of all self-
identified Catholic physicians (54.7%) and large minority of all Protestant physicians 
(48.5%) did not agree with the statement.  One basic conclusion that can be drawn 
from this survey response is that majorities of all those who identify with the 
Christian tradition do not consciously recognize how their own faith tradition informs 
or shapes the practice of medicine.  While more Christian physicians agreed with 
this statement in comparison to all other non-Christian groups,5 in comparison to the 
norm within the Christian tradition there is significant lack of recognition concerning 
the formative role of one’s own faith tradition shaping the practice of medicine.  By 
extension, it can be hypothesized that much greater majorities among Christian 
physicians would fail to agree or recognize the presence of rival healing traditions 
operating within and shaping the practice of medicine.  There is an overall lack of 
recognition within the medical profession as a whole (including among Christian 
physicians) that one’s faith tradition and those of others play an important role in 
influencing and shaping the practice of medicine. 
 A third consensual norm within the Christian tradition was identified as 
“Physician-clergy overlapping spiritual roles.” This theme was defined as the implicit 
or explicit positive expectation that physicians hold responsibility along with clergy 
                                            
5
 Only 23.3% of physicians who identified themselves as Jewish, Muslim, Buddhist, Hindu, or 
no religious tradition agreed that their faith influences their practice of medicine. 
155 
 
(or priests) in caring for the souls of the sick.   The theme also stressed that a 
physician’s domain was not circumscribed only to the bodily needs of the sick.  
Findings within the RSCC survey indicate, however, that Christian physicians have 
significant reluctance to embrace this overlapping of spiritual roles.  For example, 
50% of the MD-A group and 56% of the MD-B group agreed that they had some role 
in providing spiritual care to terminal cancer patients.  Similarly, 75% and 68% of the 
MD-A and MD-B groups agreed that there was some significance to the statement:  
“I do not believe it is my role to engage patient spirituality.”  Another slightly more 
moderate statement was “I believe that spiritual care is better done by others on the 
health care team.” This was endorsed by 87.5% and 88.4% of the MD-A and MD-B 
Christian physician groups.  When comparing Christian physicians to all other 
physicians, statistically there were only marginal differences on these three survey 
questions regarding spiritual care roles.  Consequently, whereas the first two 
examples above contained noticeable differences between Christian views and non-
Christian views, there is essentially no difference regarding opinions over spiritual 
care roles, indicating complete assimilation of views regarding this issue.  Many 
Christian physicians do not conform to the Christian tradition’s norm that physicians 
have spiritual responsibilities overlapping with those of clergy. 
 These three examples support the hypothesis that some overlapping 
Christian themes are infrequently recognized or practiced among many Christian 
physicians, and that these Christian themes, which have had a significant impact on 
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a Christian vision in times past, do not significantly shape contemporary Christian 
physician spiritual care of the dying.   
 Most Christian physicians infrequently provide spiritual care of any kind; why 
is this the case?  This question becomes amplified as physicians (including Christian 
physicians) readily agree that it is occasionally appropriate to provide different kinds 
of spiritual care, from taking a spiritual history all the way to inviting a patient to pray. 
This dynamic raises questions regarding the nature of spiritual care barriers 
endorsed as significant by Christian physicians (Table 5). The spiritual care barriers 
identified as significant appear to have an underlying institutional or structural 
dimension – with an effect similar to the hidden curriculum described by Hafferty and 
Franks. Part of the socialization process in becoming a physician and remaining a 
physician in academic practice would appear to include an unconscious neglect or 
avoidance of R/S as part of terminally-ill patient care among physicians in the MD-A 
group.  If Hafferty and Franks are correct, it is an unconscious process because 
medical socialization includes “moving students toward the belief that matters of 
values and attitudes remain fundamentally untouched by the medical training 
process.”6  The result of this process is that a physician’s moral and spiritual values 
become unconsciously severed from the “internalization of desired changes in 
attitudes, values, and accompanying rationales” embedded within the socialization 
process of medicine’s hidden curriculum.7  But how does this socialization process 
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specifically occur?  How can a Christian physician identify herself, on the one hand, 
as a person who may be highly religious and spiritual, who agrees that her R/S 
beliefs impact her practice of medicine, and then on the other hand, infrequently 
practices any kind of spiritual care and even only occasionally desires to practice 
any type of spiritual care?  This inconsistency invites attention to structural 
dimensions or barriers that play an important role in severing Christian physicians’ 
identity and beliefs concerning their own appropriate role in providing spiritual care 
and their actual practice (unconscious neglect or avoidance in giving spiritual care).  
Structures play an important role in the socialization process, and it is to this subject 
that the next section turns. 
 
Spiritual Care Barriers as a Structural Problem 
 The data implies that the socialization process of physicians causing 
unconscious neglect or avoidance of R/S primarily occurs on a structural level rather 
than through formal teaching or explicit statements. The question of causation 
between spiritual care infrequency and barriers cannot be ascertained empirically 
because the RSCC design was cross-sectional rather than prospective.  However, 
the working hypothesis of the RSCC study was that potential spiritual care barriers 
(Table 5) influence spiritual care infrequency.  The barriers are not formal 
statements or documents but a perception of social structures that reflect and 
reinforce the reasons why physicians may not perform spiritual care even when 
ideally it would be performed.  Consider, for example, structural dimensions related 
to the barriers of time, lack of training, a division of labor, and social patterns 
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connected to pluralism (Table 5).  These described barriers are structural social 
patterns that are barely noticed because of their regular and omnipresent nature.  
Each of the structures in their own way socializes physicians to unconsciously 
neglect and avoid R/S, even the spiritual concerns of terminally-ill cancer patients. 
 The structural barrier of limited time in providing spiritual care (endorsed as a 
significant barrier to spiritual care by 83-91% of each physician’s group) is directly 
connected to a social structure controlled by a complex system of medical 
economics.8  Most physicians understandably decry a system that requires them to 
see a high volume of patients, resulting in highly compacted physician-patient 
encounters, and fostering a delivery of health care instilling a “stranger/physician 
relationship” even though most communities may not see a stranger relationship as 
ideal.9  The lack of time makes spiritual care from physicians in the Christian 
tradition much more difficult to pursue. The institutional structure of limited time so 
powerfully dissuades many Christian physicians from pursuing spiritual care that it 
requires a conscious, regular, and substantial commitment by any individual to 
pursue this end.   
 A lack of spiritual care training (85.9% of all physicians) throughout a 
physician’s initial training in medical school, medical residency or, on-going CME 
education is further evidence of a structural system that subjugates the spiritual to 
the physical.  At best, the role of R/S in the provision of spiritual care is widely 
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regarded as a special, cultural interest within medical education.  It may be pursued 
by an individual student or physician, but is not considered an issue related to 
professional competency, requiring specific courses, seminars, or professional 
testing.  While national guidelines in palliative care exist related to professional 
competencies,10 these competencies are infrequently applied as demonstrated in 
one study that found 72% of terminally-ill cancer patients reported that their spiritual 
needs were supported minimally or not at all by the medical system .11 The 
infrequency of spiritual care, despite national palliative care guidelines, is another 
indication that spiritual care itself holds little value.  The “hidden curriculum” -- the 
specific medical techniques, knowledge, and personal attributes that are valued and 
rewarded by the medical culture -- further marginalizes R/S as subjective and 
outside the genuine competencies associated with medical excellence. A lack of 
spiritual care training is symbolic of a deeper lack of value of spiritual care itself.  
The hidden curriculum embedded within institutional structures inconspicuously 
socializes physicians to neglect or avoid spiritual care. 
 A third example of a structural barrier in providing spiritual care is related to 
the issue of roles.  In large majorities, Christians were just as likely as other 
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physicians to be influenced by a division of labor in relation to spiritual care.  The 
viewpoint that spiritual care is better done by others arguably is connected to an 
industrialized, bureaucratic, approach to labor.  This bureaucratization is ultimately a 
result of economic forces, forces particularly aimed to maximize production and 
efficiency.  According to a division of labor approach, spiritual care is better 
managed by specifically trained experts such as hospital chaplains.12  Physicians, in 
contrast, should focus on clinical matters of the body and brain.13  This approach has 
also facilitated movement toward a professionalization of spiritual care by hospital 
chaplains. Some have argued that this movement is motivated in part by an 
economic concern to establish the chaplaincy as a profession that “stake[s] a claim 
in the area of health care,” annexing “areas that others control and “moving into 
territory abandoned by other professions.”14   Hence, there is a confluence of 
physicians who deny that spiritual care should be part of their professional domain 
based on ethical concerns of physician’ competence and abuse of power,15 as well 
as hospital chaplains who understand R/S as their primary professional domain of 
competence, leading many physicians to avoid getting into spiritual care because of 
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lack of clarity concerning roles.16  The Joint Commission reinforces this lack of clarity 
because it has left the question of roles to each health care organization.  However, 
most health care organizations have not provided any guidelines.   Lack of clarity 
and disagreement promotes neglect or avoidance among physicians. 
 A final dimension of medical culture that keeps physicians from offering 
spiritual care to patients is the religious pluralism of the medical profession in the 
U.S.. Uneven distribution17 of religious minority groups (Table 7) among medical 
professionals in comparison to patients exacerbates potential differences with 
patients, and likely also results in neglect and avoidance of R/S because of R/S 
discord between patients and physicians.18  76.9% of all physicians reported that 
they were uncomfortable in engaging patients who were of different spiritual beliefs.  
 
The Structures of a Spirituality of Immanence 
 These structural barriers are powerfully interwoven in the medical 
socialization process, and they contribute to physicians’ reticence to provide spiritual 
care to patients. They require critical examination with careful attention to forces of 
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secularity in the academic medical context.19  The following will summarize several 
scholarly perspectives-- historical, sociological, philosophical, and theological-- 
related to a socialization process into the secular medical context. 
 Medical historian Guenter Risse profiles the evolutionary changes of medical 
hospitals.20  In Byzantium, hospitals were houses of “mercy, refuge, and dying.”21  
This emphasis was high on spiritual comfort of the sick and dying, with Hippocratic 
medicine subservient to larger meanings of Christian compassion.  By the fourteenth 
century, hospitals became “houses of rehabilitation” in which the modern state 
“sought to protect and restore its working citizens as productive members of 
society.”22  With Enlightenment the purpose of hospitals had further shifted by the 
eighteenth century, so that they became “houses of cure” in which physicians 
controlled admission into and discharge from hospitals.  If a patient was not 
considered curable, he was not typically admitted.  This then transformed the 
purpose of a hospital within and after the rise of the Enlightenment into a “house of 
teaching and research” and a “house of dissection.”23  By the mid-nineteenth 
century, the continuing expansion of medicalization of the hospital transformed it into 
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a “house of surgery”24 and by the early twentieth century into a “house of science.”25  
It was at this point that hospitals became acute facilities having “shed their 
convalescent and dying functions.”26  Risse concludes by describing the postmodern 
hospital as a “house of high technology, providing mostly intensive patient care with 
the aid of a wide array of powerful and complex diagnostic and therapeutic 
devices.”27  Risse’s historical method focuses on six characteristics of hospital life:  
“mission, patronage, organization, staff, patients, and ritualized caring activities.”28  
These characteristics construct a “milieu” in which “the early Christian shelters 
provided great spiritual solace but minimal physical comforts.  The accent was on 
holism and communal life at the expense of individual privacy.  Modern hospitals, by 
contrast, have reversed this emphasis and now focus primarily on individual physical 
rehabilitation in more fragmented and depersonalized environments.”29  Risse’s 
analysis leads to a preliminary conclusion that the postmodern hospital has become 
a secular context, not because it has in any way rejected R/S, but because of the 
de-centralized role that R/S holds among each of the six institutional characteristics.  
On an institutional level R/S has been de-centralized so that it holds no explicit role 
or purpose in the structures of hospitals of high technology.  A de-centralized role of 
R/S plays a pivotal role in making these academic medical contexts “secular.”  The 
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displacement of R/S on an institutional level of postmodern hospitals has a 
socializing effect on physicians.   
 Understanding a secular medical context must also involve description 
concerning the guild of medical professionals called physicians.30  The rise of 
physician authority in the United States is due in large measure to the fact that 
medical practitioners consciously presented themselves to an American public as 
engaged in a scientific enterprise.31  Through association with science, physicians 
were able to differentiate themselves from others portrayed as “medical quacks” 
offering inferior, superstitious therapies.  This association also enabled a 
professional monopoly over prescribing medication, eligibility for state funded 
research, and reimbursements for patient care.  Aligning medicine with science, 
however, was not the sole reason for the emergence of the profession of medicine 
during the nineteenth century in the United States.  Sociologist Jonathan Imber 
shows evidence that physicians were allied and morally commissioned by Protestant 
clergy during the nineteenth century.32  He argues that Protestant clergy empowered 
the medical profession with a moral and spiritual vocation, resulting in a deeply held 
public trust of physicians.33  This trust was not grounded only in scientific 
competence, but in the moral character and spiritual credibility of doctors who were 
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encouraged to align their medical duties according to explicit Protestant 
understandings based on Christian revelation. Imber’s thesis is that a confluence of 
factors eventually led to a current loss of trust in the profession among the American 
public that had been previously gained in the nineteenth century.  First, a history of 
“organizational realities” has transformed trust in physicians, as physicians have 
become an autonomous guild, leading eventually to high salaries, and then a fully 
corporatized profession.34  These structural realities eroded public trust in 
physicians.  Imber’s analysis is quite complex, for he also argues that the 
profession’s changing relationship with clergy, especially beginning in the final years 
of the nineteenth century, led clergy to “reframe the expectations” of physicians 
according to reason and science rather than according to faith.35  Clergy began to 
move away from describing a physician’s calling as grounded in direct references to 
Jesus Christ and replaced that emphasis with a vocation of “humanitarianism.”36  
These changes occurred in a larger social context that was fluctuating toward a trust 
in doctors based primarily on professional competence, rather than a physician’s 
moral character.37  During this period, there was further equivocation in grounding 
the profession within Christian ideals.  Instead, the moral authority of the profession 
began to draw its authority from internal regulation, thus further asserting its own 
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professional autonomy from explicit Christian truth-claims.38  Imber argues that 
present day public trust in the profession has declined in part because there are no 
highly esteemed cultural authorities, like clergy in the nineteenth century, authorizing 
it as a profession of high honor and moral character.  Thus, the profession currently 
has primarily scientific credentials remaining as the reason for the profession’s 
prestige.  More importantly, Imber’s thesis suggests that physicians have undergone 
a gradual process of professional autonomy disconnected from R/S.  The U.S. public 
originally received physicians as a credible profession based on the authority of the 
clergy and their religious explanations framing the profession as one of high 
character and religious compatibility. The profession has become secular to the 
degree that physicians’ competencies, guild associations, and personal identities 
have no explicit dependence on R/S associations.  In this sense the medical 
profession has become secular, and it socializes physicians to conceptualize their 
own professional identity and competencies as being disconnected from R/S or its 
communities. 
 A third perspective related to understanding the secularity of the medical 
context comes from Tristram Engelhardt, a philosopher who has provided a 
genealogical, and ultimately critical, account of the field of secular bioethics. Central 
to Engelhardt‘s thesis is that any attempt to do bioethics based on secular 
assumptions leads to a thin consensus between moral strangers.39 Moral debate 
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within secular medicine has led to irresolvable moral differences that cannot be 
solved by appeal to a common rational argument.  Englehardt argues that moral 
strangers “lack sufficient common moral premises, moral rules of evidence, and/or 
moral rules of inference... [and lack sufficient] appeal to a mutually recognized moral 
authority.”40 He describes secular, bioethical rationality as a thoroughly immanent 
approach to morality in which life is lived as “if there were no transcendent God to 
Whom all should in humility submit.”41  He argues that a secular approach to 
medicine is a “content-full moral vision with a particular understanding of the value of 
autonomy or liberty... committed to a particular vision of autonomous self-
realization.”42  This secular ethos “considers suspect, if not morally deficient, moral 
communities that do not recognize autonomous self-determination as the keystone 
of moral flourishing... this celebration of autonomous self-determination radically 
brings into question traditional religious, especially ascetic pursuits.  Self-fulfillment 
becomes fully thisworldly.”43  Engelhardt provides five characteristics of this secular 
medical ethos:  (1) Priority to self-determination as far as it is compatible with the 
overall goals of financial markets.; (2) The state as the mechanism to create social 
justice, which provides freedom from material and social constraints;  (3) Liberation 
from tradition, particularly those traditions which claim special authority; (4) Freedom 
from traditional mores by encouraging pursuit of consensual self-satisfaction and 
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promoting market forces that create and fulfill those needs; (5) Freedom “from 
transcendent or metaphysical commitments... setting aside transcendent and 
therefore democratically non-negotiable sources of obligation.” 44 
 Engelhardt’s description of secular medicine is further augmented by Charles 
Taylor’s analysis of a secular age.45  Taylor distinguishes between three meanings 
of secularity.  The first sense of secular refers to an institutional separation between 
religious groups and the state – so that government is no longer connected to faith 
or God.46 A second sense of secularity refers to the norms and deliberations taking 
place within shared social spheres being emptied by religion.47  Finally, he argues 
for a third sense of the term, referring to “a move from a society where belief in God 
is unchallenged and indeed, unproblematic, to one in which it is understood to be 
one option among others, and frequently not the easiest to embrace.”48  Taylor 
suggests that it is especially this final sense of the secular which now depicts our 
age:  “A secular age is one in which the eclipse of all goals beyond human 
flourishing becomes conceivable; or better it falls within the range of an imaginable 
life for masses of people.”49  But what is it that drives this third sense of secular 
according to Taylor?  His answer is what he terms an “immanent frame.”50  He 
                                            
44
 Ibid.  
45
 Charles Taylor, A Secular Age (Cambridge, Mass.: Belknap Press of Harvard University 
Press, 2007). 
46
 Ibid., 1. 
47
 Ibid., 2. 
48
 Ibid., 3. 
49
 Ibid., 20-1. 
50
 Ibid., chapter 15. 
169 
 
defines the immanent frame as a constructed social order that reconfigures space, 
time, rationality, and nature all in immanent terms – a full blown human social 
system aimed toward human flourishing that contains no necessary contingency on 
the reality of transcendence undergirding human flourishing.  An immanent frame, 
according to Taylor, can be “spun” as either open or closed.  An “open” immanent 
frame refers to a basic immanent system that can be punctured by moments of 
transcendence.  There is mystery that is real and greater than the horizontal world 
around us, and is characterized by a disposition “open to something beyond.”51  A 
closed immanent frame may be defined as a disposition closed to the possibility that 
a greater reality exists beyond the natural, material world.  Whether open or closed, 
an immanent frame structures human experience of social reality -- space, time, 
rationality, and a metaphysical view of nature – nudging everyone toward a basic 
disposition of immanence.52   
 Both immanent beliefs (emphasized by Englehardt) and immanent structures 
(emphasized by Taylor) together form what might be simply termed an ethos of 
immanence.  This ethos permeates the academic medical culture. There is, as noted 
by Taylor, an open immanent frame within the secular medical context.  For 
example, patients remain free to employ their R/S values in the medical context, but 
when those values conflict with medical advice there is a general expectancy that 
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those R/S values should be subsumed to medical advice.53  Likewise, within medical 
institutions, chaplains, chapels, and R/S rituals are provided as optional, 
complementary services, but they are also de-centralized, marginalized services 
since they hold no integral position within medical care itself.54  Indeed, fewer than 
half of terminally-ill cancer patients receive chaplaincy services55 despite much 
higher levels of spiritual concerns56 –  an indictment, not of chaplains themselves, 
but the lack of value that the medical context places on R/S within its own context. 
Whereas the medical system would appear to operate as an open immanent frame, 
the data suggests that medical physicians as a group practice medicine following a 
closed immanent frame.  As it has already been shown, physicians remain open in 
attitude regarding the appropriateness of providing spiritual care on an occasional 
basis, but the high infrequency of spiritual care may be a signal that physicians’ 
actual practice is influenced by a closed immanent frame. Based on this 
philosophical perspective, the secular medical context is infused by an ethos of 
immanence – open or closed – so that the institutional structures of a secular 
medical context -- time, economics, space, professional roles and competencies 
have little dependency on transcendent realties.  Irrespective of the physician’s own 
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interior, spiritual disposition, the RSCC data indicates that most physicians when 
caring for terminally-ill patients, practice medicine shaped by thisworldly, immanent 
aims.  While the five characteristics of a secular medical ethos described by 
Engelhardt would rarely be explicitly acknowledged, Taylor’s analysis reveals how 
an ethos of immanence is reinforced by institutional structures built into a secular 
medical context.  The aforementioned RSCC spiritual care barriers should be 
understood to be individual pieces of this underlying milieu.  When twined together, 
the barriers form an omnipresent socialization of physicians leading, among 
Christian physicians, to neglect or avoidance of spiritual care, despite their own 
positive opinions related to the appropriateness of physicians occasionally providing 
spiritual care and its perceived positive benefits for patients.   
 There is, finally, a theological level of analysis related to understanding the 
socialization process of physicians as they are immersed within a secular medical 
context.  Shuman and Volck have argued that Christian theology must retain its 
authority to name medicine as a “mysteriously animated social force.57  Many 
discussions related to medicine and R/S have tended to instrumentalize R/S around 
bodily health.58  In contrast, Shuman and Volck argue that Christianity ought to name 
medicine, harnessing its power to the service of God.59  They describe medicine 
using the New Testament terminology of principalities and powers.  Whether visible 
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or invisible, personal or impersonal, the powers are institutional forces that provide 
humanity with a social order making a shared human life possible.60  However, 
based on a Christian narrative, the powers are both created by God and fallen into 
rebellion against God.  In their brokenness, the principalities and powers have a 
tendency to enslave mankind into a false worship, allowing human consciousness to 
elevate the powers into a “quasi-divine status.”61  According to Shuman and Volck, 
medicine occupies a “revered social position” in which society’s general disposition 
is worship of medicine.62  They argue that the current social context operates on a 
spiritually oriented fear and denial of death.63  This unresolved social fear has 
seduced U.S. society into falsely placing faith in the idol of medicine – a spiritual 
power that holds out promise of safety and restoration against sickness and our own 
mortality.  From this perspective, medical researchers and physicians are 
“sanctioned with the power to preserve life and vigor and to forestall or control death 
[and] are understood within modern culture to represent, if not to possess, godlike 
power.”64   Shuman and Volck provocatively suggest, “The project by which 
medicine becomes the chief mediator of the power of death is clearly in some 
respects a religious one, if by religious we mean pertaining to the particular objects 
of affection around which our lives revolve.”65  The authors conclude that the 
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Christian community, especially those members of Christ’s body who are receiving 
medical care, must resist the seduction of medicine’s idolatry and harness the power 
of medicine only as it is rightly ordered under the authority of Christ and His Body. 
 If Shulman and Volck’s theological analysis is accurate, then its implications 
further complicate a Christian understanding of the socialization of physicians.  
Historical analysis, according to Risse,66 yields a conclusion that postmodern 
hospitals are houses of high technology that displace R/S from institutional 
concerns, impacting how academic physicians conceptualize the medical institutions 
in which they care for patients.  From a sociological perspective, according to 
Imber,67 the medical profession itself has undergone a process in which R/S has 
been displaced, yielding a profession that conceptualizes itself as autonomous from 
R/S and requiring no dependence on R/S for its professional identity and 
competencies.  Philosophically, according to Engelhardt and Taylor,68 a secular 
medical context was noted within its underlying beliefs and social structures to be 
governed by an ethos of immanence – that is, a social milieu in which thisworldly 
concerns are primary and other worldly concerns are deemed as optional, aesthetic 
concerns.  These scholarly perspectives help to illuminate how Christian physicians 
are socialized concerning R/S in the medical context, and why Christian physicians 
may infrequently provide spiritual care.  However, theological analysis provides a 
complementary but even deeper level of understanding concerning the secular 
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medical context.  If Shulman and Volck are right, then what has been termed an 
ethos of immanence can be further understood as a full-blown, content-full 
spirituality. 
 The implications of this claim are far reaching.  Chapter one of the 
dissertation reviewed various definitions of spirituality and religion.  What emerges 
from this discussion is the idea that in fact physicians within the secular medical 
context are socialized into a spirituality of immanence. As physicians are socialized 
into the profession of medicine, encased by postmodern hospitals of high 
technology, permeated by beliefs and structures of immanence, a physician’s 
adopted spirituality qua physician is centered on bodily health, cure, and physical 
comfort as ultimate telos. Presumably, for most Christian physicians when they no 
longer operate within their role qua physician, their operating spirituality returns to its 
baseline centered on the Triune God.  If this conclusion holds merit, then it can be 
further hypothesized that for Christian physicians multiple spiritualities function 
simultaneously, so that a Christian spirituality operates on the interior whereas an 
ethos of immanence operates externally.  Preliminary qualitative analysis of 
Christian physicians in a prior study suggested that Christian physician spirituality 
might operate in a dichotomous fashion in which a person toggles back and forth 
between centers.69  However, these specific conclusions related to Christian 
physician spiritual experience are only hypothesis-generating requiring future, more 
extensive research among Christian physicians.   
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 As was also suggested in Chapter One, spiritualities each have an 
accompanying religious dimension defined as “a tradition of spiritual beliefs and 
practices shared by a group of people.” This means that not only is the secular 
medical context centered on a spirituality, but this spirituality has a specific religious 
manifestation in communal form.  But where does this community reside?  If the 
medical profession is socialized into a spirituality that reveres bodily health, cure, 
and physical comfort as ultimate telos, then this suggests that it is the profession 
itself as a guild that functions as a quasi-religious, moral community.70  The 
profession is constituted with spiritual beliefs and practices centered on a telos of 
physical health and well-being.  And it is this community that hands down (or 
embodies in traditions), not only its techniques, but its centering spirituality to 
subsequent generations through a socialization process embedded within the hidden 
curriculum.  
 Identifying a moral community for medical practice is grounded in MacIntyre’s 
development of virtue theory, and its relationship between virtue, practices, moral 
communities, and tradition.71  In MacIntyre’s view, a moral community “consists of 
any group of persons who, in the context of life together, share in practice and in 
theory some concept of the ends of human life and appropriate human behavior.”72  
Shared and sustained moral reflection and a quest for ideal human ends over time 
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slowly develop into a moral tradition.73  A vibrant tradition continues an inner 
dialogue on what should comprise its human ends.  Based on this account, 
understanding medicine as a practice requires additional recognition that in order for 
a practice to flourish, it requires a moral community centered on some telos of the 
good life. Pellegrino and Thomasma identify the medical profession as a moral 
community that undergirds the practice of medicine.74  Based on Englehardt’s 
analysis, the narrative of human flourishing within a secular medical context is a 
thisworldly self-realization and self-fulfillment.  When these pieces are brought 
together, the result is a medical practice, grounded principally in the moral 
community of the medical profession, aimed toward an ultimate telos of physical 
health, cure, and bodily comfort. But what is being added to this view is the essential 
quasi-religious character of the medical profession. Against almost every non-
theological account of the medical profession, the argument here is that to be a 
“secular” profession does not mean that spirituality and religion are not operational.  
To the contrary, an ethos of immanence provides the secular medical context its 
spirituality, and the medical profession manifests itself as that spirituality’s quasi-
religious community.75  
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A Christian Spirituality of Medicine 
Introduction 
 What this chapter has argued so far is that physicians are socialized into a 
secular medical context and professional guild through a hidden curriculum.  Despite 
evidence that most physicians agree that it is appropriate to provide spiritual care 
and that it would be a positive experience for patients, relatively few physicians 
provide spiritual care. It has also been shown that structural dimensions of the 
medical context pose barriers to this form of spiritual care.  It was also argued that 
the RSCC data indicates that the MD-A group perceives significant barriers related 
to the consensual Christian themes of spiritual care.  Furthermore, it was suggested 
that spiritual care barriers themselves reside primarily on a structural level, and it is 
on a structural level that the hidden curriculum operates. Consequently, one of the 
outcomes of the socialization of physicians, particularly focusing attention on 
Christian physicians, is that it results in an unconscious neglect or avoidance of R/S 
among terminally-ill patients. Borrowing historical, sociological, and philosophical 
analysis from several perspectives, it was concluded that a secular medical context 
and professional guild is grounded in an ethos of immanence, and this ethos centers 
itself on the single human goal of physical health, cure, and bodily comfort.  Based 
upon Christian theological considerations, this ethos of immanence is nothing short 
of a spirituality, and the medical profession operates as a quasi-religious community 
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centered on a this-worldly focus of human flourishing aimed toward medically 
conceived ends.  
 It is at this point that it is helpful to recall MacIntyre’s definition of tradition:  “A 
living tradition then is a historically extended, socially embodied argument, and an 
argument precisely in part about the goods which constitute that tradition.”76  At the 
risk of oversimplification and overextension of Imber’s analysis,77 there is indication 
that during the mid to late nineteenth century in the U.S., there was an “argument” 
within the medical profession in which the consensual Christian vision of physician 
practice declined as an ideal among most medical professionals, and in its place 
rose a dominant ethos of immanence.  While there have been pockets of resistance 
to this change, among for example some Roman Catholic physicians, some 
Christian bioethicists, and physician groups such as the Christian Medical and 
Dental Association, this argument has long since ended. While what Taylor termed 
the immanent frame may provide a complete worldview able to sustain individuals 
and whole societies, there are also what he called “cross pressures” created by an 
immanent frame; that is, a deep spiritual dissatisfaction among many who abide 
within this frame.  This dissatisfaction within U.S. healthcare is arguably part of the 
reason why many U.S. patients turn to alternative forms of healing – deemed more 
congruent with their spiritual beliefs.78  An ethos of immanence also may hold an 
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underlying role in many physicians’ lack of job satisfaction.79  There may be, in other 
words, good reasons to reopen the “argument” between past Christian themes of 
spiritual care provided by physicians, other spiritually conscious orientations to 
physician spiritual care, and the dominant ethos of immanence that currently 
governs the medical profession.  Other scholars have hinted at reopening the 
argument on this level.80 
 However, the argument made here is considerably more modest since the 
primary focus of this project is not the medical profession en toto but Christian 
physicians who agree that their R/S beliefs impact their medical practice.  Based on 
the analysis presented, the core argument of this project is comprised of three 
claims.  First, one reason why Christian physicians encounter substantial barriers in 
providing any kind of spiritual care to patients is because there is an existing 
omnipresent medical spirituality– an ethos of immanence -- biased against the 
sustained operation and flourishing of any alternative spiritual vision.  Second, this 
bias is perpetuated primarily in the socialization process of physicians described as 
the hidden curriculum, and consequently, resides primarily within the social 
structures of the secular medical context.  Third, elevating the importance and 
frequency of spiritual care among Christian physicians in secular medical contexts 
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will require Christian physicians to restructure their medical practice oriented around 
the consensual Christian physician themes (Table 8) targeted specifically at each of 
the structural barriers (Table 5).81   
 
Overlapping Textual Themes of Spiritual Care 
 Before showing what it might look like to “target” Christian themes at the 
spiritual care barriers, it is helpful to briefly provide further description of these 
themes.  Rather than describing them as individual themes as done in Chapter 
three, it is clarifying to understand them as forming a unitary matrix, the outworking 
of a physician’s vocational life centered82 in the Trinitarian God and manifesting itself 
in the role as physician.  The overlapping Christian themes of spiritual care provided 
by physicians (Table 8) can be classified under three larger headings:  spiritual 
beliefs, spiritual practices, and spiritual relationships. 
 The overlapping themes identify key spiritual beliefs pivoting around (1) God 
as healer and (2) Illness as spiritual event.  God as healer shows up in a cluster of 
core spiritual beliefs that located the Trinitarian God as the center of the medical act.  
God is the source of healing (Ben Sira) would appear to be the most omnipresent 
belief underlying the practice of Christian medicine.  Out of this original premise 
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springs other principles including that God uses physical means to produce cure 
(Ben Sira, Basil, Baxter), and as such, is the source of all medicines (Ben Sira, 
Basil) and is the physician’s source for her medical knowledge and medical skills 
(Ben Sira, Basil).  Since God deserves all the credit for any healing that comes from 
medicine or through the physician’s skill, it is imprudent for the patient to not trust in 
and follow the advice of his or her physician (Ben Sira, Basil, Baxter). A second 
cluster of spiritual beliefs focuses on the experience of illness as a spiritual event.  
Illness is a window in which a sacramental pattern is perceived so that illness is a 
metaphorical sign of sin and physical healing points to forgiveness and resurrection 
(Ben Sira, Basil, 4th Lateran Council).  This built in pattern requires both patients and 
physicians to prioritize the patient’s spiritual life over his or her physical cure or well-
being (Ben Sira, Basil, 4th Lateran Council, Baxter).  Ignoring this pattern results in a 
disordered used of medicine (Basil). 
 The overlapping themes also uphold key spiritual practices pivoting around 
(1) patient spiritual practices and (2) physician spiritual practices. Patients’ spiritual 
practices first emphasize the central importance of patient prayer (Ben Sira, Basil, 
4th Lateran Council, Baxter) since it is through prayer that the patient experiences 
healing in communion, restoration, and purification in Christ.  In addition, given the 
sacramental connections described under spiritual beliefs, illness is understood to 
be an important time for patients to spiritually examine themselves, and based upon 
this examination, to seek deeper communion with God through confession and 
repentance (Ben Sira, Basil, 4th Lateran Council, Baxter).  Although less 
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emphatically emphasized within the tradition, physicians themselves are to pray for 
God’s help in the administration of therapies (Ben Sira, Baxter), encourage their 
patients to deal with spiritual issues during their experience of illness (4th Lateran 
Council, Baxter), and excel in their own spiritual life as they chiefly serve God in their 
medical practice (Baxter). 
 Finally, the overlapping Christian themes identify two important spiritual 
relationships that physicians should recognize.  First, there are collaborative and 
shared roles between physicians and clergy (Ben Sira, Basil, 4th Lateran Council, 
Baxter) serving the patient’s spiritual health.  Second, there is awareness and 
recognition that rival forms of medicine exist in contrast to a Christian one (Ben Sira, 
Basil, 4th Lateran Council, Baxter).  A Christian practice of medicine safeguards what 
is Christian by holding it in distinction from rival spiritual healing practices or 
traditions.     
 When the overlapping themes are conceived together, spiritual beliefs, 
spiritual practices, and spiritual relationships create a single, unified matrix, an 
outworking of Christian spirituality within a physician-medical context.  Thus, for the 
sake of clarity concerning definitions, the overlapping themes of spiritual care 
provided by Christian physicians identified in Chapter Three will be referred to as “a 
Christian physician spirituality of medicine.”  In comparison to an immanent 
spirituality of medicine, the two contrasting life centers form notable differences. 
While it is important to also recognize how both spiritualities share ideas in common, 
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an important point made by Allen Verhey,83 the following comparison is for heuristic 
purposes only since there are gradations between the two spiritualities.  An 
immanent spirituality of medicine holds as its center the autonomous self in 
whatever it desires to worship, whereas a Christian spirituality of medicine holds as 
central the Trinitarian God.  An immanent spirituality of medicine holds as its final 
goal physical health, cure, and bodily comfort, whereas a Christian spirituality orders 
these physical goals toward a telos of Christian salvation in union with God.  An 
immanent spirituality functionalizes traditional religious practices such as prayer 
based on the authority of the self, whereas a Christian spirituality conceptualizes 
spiritual practices as substantive in themselves.  Likewise, an immanent spirituality 
of medicine follows a sacred-secular divide and consequently claims hegemony over 
the practice of medicine against other tradition-mediated spiritualities based on its 
denial of its own spiritual orientation.  In contrast, a Christian spirituality of medicine 
sacralizes all of life including the medical realm as called to God, and consequently 
recognizes rival healing traditions without submitting to them.  Finally, an immanent 
spirituality socializes physicians into an unconscious neglect or avoidance of 
providing spiritual care.  In contrast, a Christian spirituality of medicine holds a 
conscious prioritization on the importance of physicians providing spiritual care.  
 
A Critical Correlation 
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 Clarifying the contours of a Christian physician spirituality of medicine, based 
on the overlapping themes from the four selected historical texts, does not of course 
settle the argument on whether Christian physicians should embrace this spirituality.  
It is instead an alternative, content-rich proposal meriting discussion and dialogue.  
The attitude offered here is an invitation to Christian physicians to explore the 
hypotheses argued here and to test and experiment with the practical-theological 
strategies provided. 
 A key question related to the argument of the dissertation concerns the 
normative weight that the overlapping themes ought to hold in shaping contemporary 
practice.  The original research question focused on the third sub-movement of 
systematic theology, based on Browning’s method, related the fusing of horizons 
between descriptive theology and historical theology: What theological visions, 
complexities, and ideals for practice emerge when one puts into conversation 
spiritual care as classically conceived in the selected historical literature with the 
contemporary experience (attitudes, practices, and barriers) of Christian physicians 
related to spiritual care in the secular, academic oncology setting? 
  Part of Swinton/Mowat and Browning’s practical-theological methodology 
includes a revised or mutual critical correlation method that refers to a “critical 
dialogue between the implicit questions and the explicit answers of the Christian 
classics and the explicit questions and implicit answers of contemporary cultural 
experiences and practices.”84  Following Browning a process of dialogue should 
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occur between the classic texts and contemporary Christian physician beliefs and 
practices. This dialogue will yield insights that can guide Christian physicians in how 
they approach spiritual care of patients in the contemporary context. 
 
Problems in Relating the Classic Texts and Contemporary Contexts 
 As a proposed model for dialogue, this next section proposes a give-and-take 
conversation between the theory-laden practices of contemporary physicians and 
the overlapping themes that emerge from the classic texts studied in chapter three. 
 In considering the common themes that emerged from the historical texts, 
one might object that the context of secularism and pluralism requires a new 
response, not simply the reiteration of older Christian spiritual understandings.  A 
secular, academic context is a feature of contemporary experience that the themes 
of the selected texts do not address since it is a context that has not been 
encountered by Christians in tandem before.  All four texts analyzed assume that the 
patient is religious (or at least is responsible to respond to religious claims) and 
expects his or her physician to provide medical care in an explicitly religious way.  A 
secular institution and secular profession explicitly denies a religious expectation 
and implicitly conditions patients to assume that medical care will not be provided 
with religious language, beliefs, practices, or symbols.  How then can themes that 
assume a Christian context be directly correlated with a context that is explicitly and 
purposefully non-religious?  While the five themes may have had validity in other 
contexts, how is it reasonable to suggest that they are embodied in a context that 
precludes them? 
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 In addition, the overlapping Christian themes effectively assume that either 
the physician’s patients either already identify themselves within the Christian 
tradition or are living in a culture that assumes the validity of the Christian religion. 
Thus, the five themes assume that it is appropriate that the physician’s religious 
perspective can be legitimately pressed upon the patient.  However, since the 
contemporary context is marked by religious diversity, with patients abiding in many 
other religious and humanistic traditions beside Christianity, it becomes presumptive, 
inhospitable, and generally inappropriate for a Christian physician to impose 
explicitly Christian spiritual care.  The one exception may be when the patient and 
physician hold very similar theological viewpoints. 
 A third reason why the overlapping Christian themes may be problematic for 
the contemporary setting is that it is based on older viewpoints that do not account 
for contemporary knowledge derived from the psychological sciences.  This does not 
necessarily invalidate the overlapping themes themselves, but frames them within 
past contexts in which institutions, professional guilds, and cultures adhered 
primarily to Christian beliefs, authorities, and methods not in conversation with 
scientific sources.  However, discoveries and newer theories derived from the 
sciences such as psychology may have surpassed older theological therapies – 
making them less tenable in a contemporary, public context such as the health care 
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setting.85  Does not development in knowledge in the psychological sciences eclipse 
themes derived from prescientific sources? 
 Finally, contemporary Christian physician attitudes prefer a division of labor 
rather than overlapping roles.  The themes drawn from the Christian texts do not 
anticipate a highly structured, industrialized society based on a division of labor.  
The specialization of knowledge and the high volume of patient care in the 
contemporary context (combined with a secular, academic setting) are social 
realities that are better served by clear roles and delineated responsibilities. 
 Contemporary social structures (secularism, pluralism, division of labor) and 
advancement in scientific knowledge may demand modification to the Christian 
themes in order to adapt to a current historical framework of health care.  
Consequently, an anthropological contextual approach to spiritual care outlined in 
Chapter one underscores patient-centered authority and meaning-making and 
emphasizes a spiritual care process of listening.86  This may be a more compatible 
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approach for Christian physicians to adopt in the contemporary setting rather than 
relying upon historic Christian themes.  An anthropological contextual model of 
spiritual care takes into account issues like secularism, pluralism, and development 
of knowledge. An anthropological contextual model of spiritual care has been 
developed within hospital chaplaincy in a secular, pluralistic context, and provides a 
potential model for Christian physicians to adopt in actual practice.  By providing 
non-directive counseling and not imposing religious authorities alien to the patient, 
caregivers allow spiritual concerns to remain potentially important but do not risk 
imposing values on a patient that the patient does not desire.  Moreover, an 
emphasis on the spirituality of the patient rather than on a specific religious 
perspective opens space for multiple spiritualities to flourish—ultimately resisting an 
ethos of immanence.  In the contemporary context it is an ethos of immanence, not 
other spiritual viewpoints that must be resisted as rival. 
 
Responses from the Perspective of Overlapping Textual Themes 
 In response to these important concerns raised by the contemporary 
situation, one can articulate arguments that speak for the continuing relevance of the 
themes drawn from the selected texts of the Christian tradition.  
 While it is conceded that the classic texts included in this study originated 
primarily within Christian contexts, it may be presumptuous to conclude that the five 
themes cannot successfully be adapted to a secular, academic medical context.  
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Does this signal what Thomas Oden provocatively labels a “modern chauvinism” that 
refers to an “attitude of those who assume the intrinsic inferiority of all premodern 
ideas and texts, and the intrinsic superiority of all modern methods of 
investigation”?87  Does the new context fundamentally demand change or are there 
some other spiritual dynamics and presuppositions at play?  It is not clear that 
contemporary psychological beliefs, for example, necessarily conflict or eclipse 
Christian themes identified within the four texts, or that it is impossible to embody the 
themes even in the midst of a secular, academic context.  Incompatibility between 
the overlapping themes and contemporary scientific knowledge or context may be 
primarily a claim rather than a substantiated phenomenon.  Rather than being 
dismissed as old-fashioned, the themes identified within the tradition deserve at 
least a fair, deliberative hearing among Christian physicians. 
 Second, as argued earlier in Chapter Four, the medical profession operates 
like a quasi-religious community committed to a spirituality of immanence, to a telos 
of physical health, cure, and bodily comfort.  Most contemporary Christian 
physicians are socialized into a spirituality of immanence through the hidden 
curriculum, and this is a key reason why committed Christian physicians infrequently 
practice spiritual care -- even when it is acknowledged as appropriate and beneficial 
to terminally-ill patients.  Spiritual care barriers (time, economics, training, space, 
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etc.) reflect and reinforce an ethos of immanence, making spiritual care infrequent.  
Consequently, the more basic issue limiting spiritual care is an underlying spirituality 
of immanence that permeates the professional guild and institutional structures. It 
remains an open question whether an anthropological contextual model is sufficient 
on its own to provide an alternative to an ethos of immanence, because within an 
anthropological contextual model the “self” remains at the center.  This may be why 
this model is seemingly more transferable in a secular medical context dominated by 
a spirituality of immanence – for both hold the self at the center.  A Christian 
spirituality of medicine presented in the spiritual care themes in contrast, holds the 
Trinitarian God at its center.  The preliminary argument here is that since an ethos of 
immanence is a content-full spirituality, and since it permeates medical practice 
within institutional structures, the more feasible way of increasing spiritual care 
among Christian physicians is to socialize Christian physicians around the Triune 
God as the center.  A Christian spirituality of medicine locates God as life’s center in 
contrast to the self.  The argument is that only with an alternative center providing a 
distinct spirituality can the structural barriers embedded in the socialization process 
be overcome.  A Christian spirituality of medicine will make the provision of spiritual 
care a conscious priority. 
 Third, a countercultural contextual model to spiritual care, if offered to patients 
in an insensitive or overbearing manner, would likely create offense and be counter 
productive for spiritual growth among most patients in secular medical contexts.  An 
anthropological contextual model to spiritual care is correct to argue that the 
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contemporary expectation in relation to religion and spirituality cannot assume 
Christian presuppositions.  However, the overlapping Christian themes do not 
necessarily require a Christian context in order to foster dialogue with others.  What 
is required is a spirit of gentleness and respect (1 Peter 3:15) when claiming the 
Trinitarian God as center, irrespective of the patient’s beliefs or religious allegiances.   
 Finally, the overlapping Christian themes do anticipate previously cited social 
tendencies and arguments for the need to compartmentalize spiritual and bodily 
needs.  Both Basil and Baxter specifically resist arguments to divide the physician’s 
medical concerns from spiritual concerns because of their mutual interpretation of 
the nature of Christian love.  The overlapping themes argue that the nature of love 
demands that both the material and immaterial needs of a sick person must be 
addressed – which is why claims to care for a person’s spirit must address physical 
needs (James 2) and why claims to care for a person’s body must address spiritual 
needs (Basil, Fourth Lateran Council, Baxter).  Whereas there may be a theoretical 
possibility that a patient’s needs be divided between a Christian physician and a 
representative of the clergy, the practicality of this division leaves considerable gaps 
in spiritual care.88  Baxter argues that physicians have access to patients that clergy 
never have, and failure to act in light of this access is ultimately a failure to love.  In 
the contemporary context, hospitals staffed with large chaplaincy departments 
nevertheless see fewer than 50% of terminally-ill oncology patients.89  While a 
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division of labor may theoretically meet the demands of Christian love to the whole 
patient, data indicates that a contemporary division of labor does not serve even the 
current majority of patients.  If Christian physicians adhere to this division, it is likely 
that many patients will not receive spiritual care – which is problematic in light of the 
Christian call to love. 
 
Considering the Issue of Norms 
  What deliberative process is needed to delineate how Christian physicians 
should proceed today while they, on the one hand, consider past ideals presented 
within the four identified texts and on the other hand, successfully operate within the 
contemporary sensibilities of a secular medical context?  How might Christian 
physicians faced with tensions related to spiritual care in the contemporary setting 
adjudicate between their own contemporary experience and the past consensus 
located within the four texts?  
 These questions cannot be settled through a simple turn to a single normative 
authority.  Christian study concerning this issue relies upon four interdependent 
resources witnessing to God’s revelation:  Scripture, tradition, experience, and 
reason.90  Oden differentiates these sources as being either authoritative (Scripture 
and tradition) or supplemental (reason and experience).  But all four sources of this 
quadrilateral are necessary to theological method and “overstress on any one of the 
four ends in imbalance, like that of a chair with uneven legs... only one source is as 
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precarious as the balancing act of a pole-sitter.”91  While Scripture according to 
Oden “is the primary source and guideline for Christian teaching,”92 the key 
questions pursued in this dissertation are not easily answered through direct appeal 
to or interpretation of Scripture by good and necessary inference (at least canonical 
Scripture agreed upon by Protestants).93  Lack of biblical assertions or necessary 
inference from Scriptural interpretation underscores why the project has not focused 
on either biblical or redemptive-historical interpretation of Scripture.   
 Likewise, a turn to key Christian texts (Ben Sira, Basil, Fourth Lateran 
Council, and Baxter) identified five consensual themes related to Christian physician 
spiritual care.  To what degree, if any, should these themes be received as 
normative for Christian physicians today?  Oden suggests, “the ecumenical 
assumption is that consensuality under the guidance of the Spirit comes closer to 
the truth of Christ than independent, individualistic rationality.”94  While this may be a 
fair and rational assumption, it does not eliminate the contemporary experience of 
Christian physicians who do not appear, according to the RSCC data, to have been 
formed by or appear to practice the theologies reflected in the overlapping Christian 
themes.  Christian physicians hold understandable reasons for why they infrequently 
practice spiritual care.  This does not mean that contemporary Christian experience 
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or contemporary underlying reasons should simply overpower normative visions of 
the tradition, however.95  As a first step to adjudicate the gap between these 
selected texts of the Christian tradition and contemporary Christian practice, other 
key questions should be considered, including:   
 (1) How prevalent within the Christian tradition are the normative visions 
regarding the spiritual care role of Christian physicians?  Is a consensus discernable 
in important and multiple textual sources such as canonical Scripture, ecumenical 
councils, as well as among esteemed theologians?  Is the consensus 
multigenerational, recognizable not only among certain generations but throughout 
the tradition when viewed as a whole? Is the consensus multi-geographical, held by 
Christians within many different cultural and ethnic locations?  In response to these 
questions, the identified themes, while forming a consensus within the four texts, do 
not comprise a consensual Christian tradition in the way that Oden has described.  
The four texts falls short of representing the entire Christian tradition, and thus, their 
overlapping themes cannot be interpreted to hold definitive normative status 
because a true consensus cannot be established on only these four texts alone.  
More authoritative sources and a larger collection of consensual voices are needed 
to make a definitive argument that a Christian consensus exists with regard to the 
spiritual care role of the physician. The fact that neither the Protestant canon nor 
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ecumenical councils nor a large body of other theologians directly comment on this 
question diminishes the level of authority of a Christian physician consensus of 
spiritual care.  On the other hand, the four identified sources have had esteemed 
authorship, represent multiple generations, multiple geographical regions, and 
multiple denominational traditions. Likewise, these textual sources have had 
significant influence on how various Christian communities have advised physicians 
in their practice of providing spiritual care. Thus, while the themes cannot be argued 
to represent a wide consensus in the Christian tradition, when considered together, 
they do form a compelling argument that contemporary Christian physicians should 
evaluate and test.   
 (2) Can current physician experience and rationales in response to the 
contemporary context be meaningfully incorporated into the overlapping themes 
from the four texts without altering the themes?  Or are there irreconcilable 
differences between past and current viewpoints requiring that choices be made 
between one and the other? A first consideration explores the possibility of 
manifesting the overlapping themes with sensitivity to the contemporary issues and 
questions faced by Christian physicians.  This should be a priority because past 
shared themes, even if based on only moderate authority as in this case, should be 
considered, weighed, and tested having served the Christian community in the past 
as reliable guides.  It is only after failing to merge both horizons into a coherent 
vision and practice, tested through experience, that more radically new practices 
based on the contemporary situation should be considered.  This approach attempts 
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to balance what Oden calls a “conserving” versus a “progressive” ideological 
mindset.96  “Between these two extremes, the balanced study of God welcomes truth 
both old and new, and seeks to be at the same time accountable to the apostolic 
witness and to the promptings of the Spirit to fresh unfoldings of ancient truth.”97  
This dissertation seeks to advance such a conversation between tradition and 
situation, resulting in strategic proposals that can be tested and potentially revised 
over time in an ongoing process of critical reflection.   
 (3) Are the practical strategies proposed in the final chapter normative for a 
contemporary Christian physician audience?  Given that the textual sources for the 
project do not represent a comprehensive analysis of the Christian tradition, and 
given that the contemporary data reveals a level of discord between contemporary 
Christian experience and these classic texts, the practical-theological viewpoints and 
final strategies related to Christian physician spiritual care in secular, academic 
medical contexts can only be received as preliminary proposals.  The tentative 
nature of this current project requires future empirical testing within the experience of 
Christian physician practice in order to further evaluate the validity of the practical 
strategies proposed.  Christian physicians need to consider and put to the test 
strategic proposals in order to judge their potential validity as workable solutions to 
current tensions in secular medical contexts.  Through extensive testing, potential 
success experienced by Christian physicians would move the proposals toward 
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greater validity and lead to a more highly validated consensus.  However, extensive 
testing could also lead to conclusions that past consensual themes hold less 
practicality than what has been argued.  This would require the development of new 
spiritual care strategies. 
 
Conclusions 
 This chapter has described structural barriers which cause Christian 
physicians difficulty in providing spiritual care shaped by a consensual Christian 
tradition.  The seven barriers of spiritual care encountered by Christian physicians -- 
time, training, roles, power inequity, patient discomfort, religious pluralism, and 
space -- exist in part because of a physician socialization process termed the hidden 
curriculum.  This socialization process reflects and reinforces an immanent 
spirituality of medicine that manifests itself in the secular medical context with a telos 
aimed toward physical health, cure, and bodily comfort. For those who value spiritual 
care in general and Christian spiritual care in particular, there is a need to recognize 
the structural dimensions reinforcing this spirituality, and in response, provide 
alternatives. The overlapping themes identified in the analysis of four classic texts 
form a content-full account of an alternative Christian spirituality of medicine that, if 
practiced, may reawaken Christian physicians to the importance of providing spiritual 
care.  The preliminary argument suggested in this chapter is that the overlapping 
themes may tentatively reawaken Christian physicians to a conscious 
acknowledgement of the priority of practicing spiritual care, and create pathways 
through which they are able to overcome structural barriers.  This proposed 
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Christian spirituality of medicine requires future testing to evaluate its impact and 
sustainability in secular, academic medical contexts.   
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CHAPTER FIVE 
PRACTICING WITHIN THE GAP:  A CLINICAL MODEL OF MEDICAL 
PRACTICE AND CHRISTIAN SPIRITUAL CARE 
 
 
 This study argues that physicians are socialized into a professional guild 
grounded upon an underlying spirituality of immanence.  If this spirituality leads to an 
unconscious neglect or avoidance of spiritual care, then how might the overlapping 
Christian themes identified in the four selected texts from the tradition provide an 
alternative Christian practice of medicine with power to reshape how Christian 
physicians offer spiritual care to patients? What would this spiritual care practice 
look like in practical terms?  This final chapter sketches a clinically aware Christian 
strategy aimed first to counter the barriers experienced in the secular medical 
context.  Then the discussion will reconsider questions surrounding the use of 
metaphors (stranger vs. friend vs. host) to describe the spiritual care relationship.  
Moreover, it will revisit contextual theological models in light of the findings.  The 
final part of the chapter will practically describe how physicians might provide 
spiritual care assessment and treatment based on a Christian spirituality of medicine 
within a secular, academic setting to advanced cancer patients.  The chapter 
concludes by drawing attention to future scholarship based on the preliminary 
findings of this project. 
200 
 
Restructuring Medicine According to Christian Spirituality 
 
 How then might a Christian spirituality of medicine re-envision the structures 
of medical practice based on the overlapping Christian themes, with the effect of 
increasing spiritual care in a secular medical context?   If a secular medical context 
is structured in such a way that leads Christian physicians to unconsciously neglect 
or avoid spiritual care, then a Christian spirituality of medicine expressed in the 
overlapping Christian themes may hold promise in altering those key structures – 
altering them to reflect and reinforce a Christian physician spiritual care practice.  
The argument will now consider the most prevalently endorsed spiritual care 
barriers. 
 
Lack of Time for Spiritual Care 
 A lack of sufficient time for providing spiritual care to terminally-ill cancer 
patients was affirmed by 83-91% of Christian physicians and was the highest 
endorsed barrier among all physicians.  Within an immanent framework, time is 
structured primarily according to economic concerns, and results in the need for 
physicians to care for a high volume of patients, be task-oriented, and be motivated 
(and evaluated) by values such as efficiency and multi-tasking.  One’s 
conceptualization of time is structured around these values and permeates the 
experience of time.  Since spiritual care does not seemingly fit within an economic of 
medicine, it is relativized as unnecessary and is likely perceived as undermining 
economic goals undergirding the medical system.  Structures related to time are 
framed by immanence. 
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There are several Christian responses to the lack of time serving as a barrier 
to spiritual care.  First, there may be situations in which physicians must purposely 
and consciously construct their work contracts or private practices in order to avoid 
caring for too many patients.  By having longer patient visits, there will be potentially 
more time to develop moral friendship with the doctor-patient relationship and 
pursue spiritual issues within patient care.  Such a choice likely will result in financial 
losses to the physician, a choice that a Christian physician should strongly consider 
if it allows the physician greater flexibility in controlling her daily schedule.  Second, it 
may be that some Christian physicians should carefully consider related issues of 
marriage and family responsibilities.  It may be that for some, having ample time to 
care for patients in both body and soul may be served by not marrying or having 
children.  It should be considered an honorable and prudent choice for a physician to 
choose not to marry in order that he or she might have additional time with patients.  
Third, Christian physicians should be encouraged to orient their time around regular 
routines of spiritual practices such as prayer.  A helpful example of this is the 
Benedictine canonical hours in which members of that community follow a regular 
schedule of prayer and Scripture reading.  These times are punctuated throughout 
the day and structure the entire experience of the day.  Christian physicians would 
do well to incorporate individually (and more importantly in network with other 
physicians or church members), regular daily times to read Scripture and pray.  By 
doing so, the structure of time itself is restructured according to a Christian 
spirituality rather than by an immanent frame.  Scripture encourages Christians to 
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approach both the structure of history (Galatians 4.4) and of daily time (Psalm 
119.164; Daniel 6.10) in an orientation that centers on communion with God. 
 Finally, there is forthcoming evidence indicating that spiritual care from 
physicians leads to less costly medical care at the end of life.  In a study currently 
under review, terminally-ill cancer patients whose R/S needs were well-supported by 
clinic staff were more likely to receive a week or more of hospice (54% vs. 72.8%; 
p=.01) and less likely to die in an ICU (5.1% vs. 1.0%, p=.03).  Among minorities and 
high religious coping patients, those with well-supported R/S needs received less 
ICU care (11.3% vs. 1.2%, p=.03 and 13.1% vs. 1.6%, p=.02, respectively), more 
hospice (43.% vs. 75.3% ! a week of hospice, p=.01 and 45.3% vs. 73.1%, p=.007, 
respectively) and had fewer ICU deaths (11.2% vs. 1.2%, p=.03 and 7.7% vs. 0.6%, 
p=.009, respectively).  EOL costs were lower when clinicians supported patients’ 
spiritual needs ($4947 vs. $2833, p=.03), particularly among minorities ($6533 vs. 
$2276, p=.02) and high religious copers ($6344 vs. $2431, p=.005).  This new 
evidence demonstrates that by not providing spiritual care to patients, their medical 
costs increase.  It therefore follows that an ethos of immanence in its structure of  
time in the medical context appears to result in increased economic burden; and that 
a framework of time informed by a spirituality that upholds the value of patient 
spiritual care from the medical system results in decreased medical costs at the end 
of life.  These findings underline the fact that while time and economics are indeed 
connected, their relationship is complex, and assumed relationships (i.e., that 
spiritual care increases costs because of additional time required) may be mis-
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understood because of ungrounded biases.  This new data indicates that spirituality 
informs the structure of time, and that this has a measurable economic impact -- 
increasing or decreasing medical costs at the end of life.  This is the first study 
showing such a relationship, and argues that an ethos of immanence, rather than 
leading to lower costs, on its own grounds mismanages time and increases overall 
costs.  Consequently, Christian physicians who incorporate into their medical 
timeframe spirituality centered on God need not accept the argument that this will 
lead to increased costs.  While Christian physicians should be reticent in embracing 
arguments that lead to the commodification of spiritual care based on cost effective 
arguments, they need not accept the premise that spiritual care leads to increased 
costs.   In response to this data, systems of medical reimbursement need to be 
altered in order to assimilate these findings and promote the positive economic 
impact of spiritual care. 
 
Inadequate Spiritual Care Training 
 75-92% of Christian physicians indicated that insufficient training was a 
significant barrier to providing spiritual care, and was the second highest endorsed 
barrier among all physicians (88.2%).  Most physicians do not receive any form of 
spiritual care training since it falls outside an immanent frame.  Lack of training 
requires most physicians to rely on their personal experience of religion and 
spirituality, and personal experience and comfort level plays a significant role in 
informing a physician’s intuition and willingness to navigate issues related to spiritual 
care provision. The RSCC data indicates that a physician’s personal spiritual 
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formation is correlated with levels of personal comfort and perceptions of training in 
spiritual care.   
 Lack of spiritual care training among Christian physicians involves several 
integrated practical-theological responses.  First, Christian physicians must be 
encouraged to recognize the importance, even the centrality, of providing spiritual 
care, when patients face life-threatening illness.  Whereas an immanent frame may 
discard the spiritual domain as subjective and tertiary, the Christian tradition holds 
knowledge and skills related to spiritual care as being a central component of care.  
The Christian tradition is founded upon Christ’s teaching in which Jesus himself 
explains that he is inherently connected in the visitation of the sick (Matthew 25.34-
40).  The spiritual connection between Christ and the sick must embolden Christians 
within health care to incorporate practical training of care of the sick which 
incorporates a theological framework oriented around this connection. Spiritual care 
must be emphasized, irrespective of the dominant ethos, as a core competency of 
knowledge and skill for Christian physicians to master.   
 Second, the church and Christian physician networks must develop curricula 
able to equip Christian physicians in necessary spiritual care skills and knowledge, 
and then promote training in those curricula as a core competency of a transcendent 
frame.  In the development of a spiritual care curriculum, there should be a blending 
of the norms from the Christian tradition, contemporary empirical research on 
spirituality and religion in cancer, and pedagogical methods most familiar within a 
medical setting (e.g., case studies).  This imperative belongs to the church and its 
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leadership since Scripture itself provides specific directions for how the sick within 
the church are to call church leaders for prayer, anointing, healing the sick, and 
forgiveness of sins (James 5.13-16).  The practicality of the biblical injunction 
requires corporate reflection, preparation/training, and action. 
 Third, in the promotion of a Christian spiritual care curriculum, there must be 
recognition that less formed Christian physicians are interested in learning how to 
provide spiritual care – this is an important group of Christians to engage.  Among 
this group, there is particular need to incorporate within a curriculum personal 
spiritual formation.  This component will help participants engage their own personal 
theological and spiritual questions, and potentially attempt to help facilitate the 
incorporation of spiritual practices into one’s personal life.  Doing so will likely 
increase a Christian physician’s personal comfort level and further inform the 
needed intuitions required to engage complex issues. 
 
Spiritual Care Roles 
 Most physicians (88.2%) expressed that their preference for spiritual care to 
be done by others was a significant barrier in their personal participation.  Slightly 
fewer (73.8%) directly affirmed that it was not “my professional role to engage 
patient spirituality.”  While dividing labor may serve good purposes in the modern 
context, and having specially trained pastoral caregivers is clearly necessary related 
to the intersection of the cancer experience and R/S, evidence also suggests that 
boundaries between the medical profession and spiritual professionals in the realm 
206 
 
of patient spirituality should be porous and overlapping.1   A professionalized, 
subspecialty model of spiritual care relegates spiritual care to chaplains and clergy, 
while doctors and nurses focus on bodily matters.  Having skilled pastoral care 
counselors -- trained to care for patients within a medical context – goes without 
question.  The debate centers on the role that non-spiritual care professionals 
should have when dealing with patients’ R/S.  An integrated, generalized model of 
spiritual care suggests that physicians (and nurses) provide unique R/S perspectives 
and relationships in a cancer patient’s experience, and that a physician’s R/S 
perspective and/or relationship with a patient has measurable outcomes including 
less aggressive care at the end of life and increased hospice care.2  It was 
concluded that spiritual care from the medical team may allow patients to both 
express and explore the spiritual dimensions of approaching end of life, ultimately 
assisting them in attaining spiritual peace.3  The same study found that spiritual care 
provided by chaplains alone did not have end of life outcomes related to medical 
decisions.  Consequently, it is especially in areas where R/S and medical decision-
making intertwine, that physicians may play an integral role and carry unique 
viewpoints related to spiritual care.4  Furthermore, evidence shows that fewer than 
50% of all terminally-ill cancer patients reported having received chaplaincy or clergy 
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visits – which further reveals a significant spiritual care gap among cancer patients.5  
In addition, Christian physicians hold a unique position in that they understand the 
medical complexities and limitations of biomedicine and are knowledgeable and 
sympathetic to the spiritual dimensions related to the experience of cancer.   In this 
way Christian physicians are important facilitators because they hold levels of 
competency in both areas of body and soul.  In the contemporary medical 
environment, a division of labor leads to significant gaps of spiritual care, and to 
significant unmet spiritual needs.6   
 This evidence further confirms Richard Baxter’s argument that though 
spiritual care is the pastor’s ex officio, it is the physicians also ex charitate.  Baxter 
based this argument on the parable of the Good Samaritan in Luke 10.29-37.7  Just 
as the command to love one’s neighbor results in the human command to love all 
irrespective of one’s role or position in society, even so the responsibility to love the 
soul of another person results in a universal command irrespective of one’s own role 
or position in society, to provide spiritual care.  Just as we should care for an injured 
body irrespective of whether one is a priest, Levite, or Samaritan; even so we should 
care for the injured soul irrespective of whether we are clergy, a physician, or a 
layperson.  In other words, to divide the role of spiritual care to one role and not 
another is tantamount to dividing the role of love or compassion to one person and 
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not another.  This is an inconsistent division of labor according to this understanding 
of Jesus’ teaching. 
 There are then both theological and empirical justifications for arguing that 
Christian physicians must embrace spiritual care as part of their role.  In their 
embrace of this role, Christian physicians need only be compelled that spiritual care 
is theirs to provide out of neighborly love for patients experiencing spiritual needs 
and distress.  By rejecting this role in principle, they risk rejecting the command to 
love one’s neighbor. 
 
Patient Discomfort:  Relationship of Strangers 
 Another common barrier to spiritual care relates to issues of patient “comfort.”  
Underneath the concern of making a patient feel uncomfortable in relation to R/S is 
that the physician-patient relationship is generally between strangers, making moral 
and spiritual conversations increasingly difficult to navigate without a prior 
relationship and established trust.8  83% of all physicians said that making patients 
feel uncomfortable was a significant factor limiting their provision of spiritual care.  In 
fact, 100% of the MD-A group (N=24) noted that they were concerned about making 
the patient feel discomfort in talking about R/S.  This likely explanation of this is that 
since the MD-A group has the greatest proficiency in experience and understanding 
of R/S through their own experience, they are also most consciously aware of the 
potential problems and pitfalls that can arise by engaging R/S issues with patients.  
The MD-A group shows the highest sensitivity to how R/S can make patients feel 
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discomfort. While this recognition may act as a barrier, especially if left as an 
ambiguous and psychologically unprocessed feeling, it also holds potential to 
become a thoughtful and compassionate intuition that can guide physicians in the 
complex navigation of R/S with relative strangers.  That 100% of the MD-A reported 
sensitivity in this area also demonstrates that more religious/spiritual physicians – at 
least those in the Boston region – are not apt to be forceful or overbearing with their 
R/S viewpoints (a caricature often appealed to in order to justify opinions forbidding 
physicians from engaging patients’ R/S).  Instead, Christian physicians as a group 
are strongly aware of making their patients feel uncomfortable, and this dissuades 
them from engaging patients’ R/S. 
 Physician sensitivity to patient discomfort, especially among the MD-A group, 
is also an important asset that can build confidence when combined with certain 
conditions.  Arguably the most important condition related to navigating spiritual care 
issues is having some knowledge of a patient’s R/S background.  By using a simple 
screening tool such as the one developed by Puchalski,9 by listening for subtle clues 
in a patient’s remarks, or simply by asking if R/S plays any role in the patient’s 
experience of cancer, the physician will have a clearer understanding what role R/S 
plays in the patient’s life.  By asking a short question related to R/S during the first 
clinical meeting, the physician may then potentially build on this knowledge in 
subsequent encounters with the patient, when deemed appropriate or necessary.  A 
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Christian physician’s sensitivity to avoid making the patient feel uncomfortable, when 
fused with a basic knowledge of the patient’s spiritual background, creates a 
powerful combination increasing her ability to navigate patients’ R/S.  Having already 
introduced the subject matter during the first meeting and having initially obtained 
initial information about the patient’s R/S viewpoints, the physician is in a 
significantly improved position to avoid awkward moments, or the creation of 
discomfort within the patient-physician relationship. Following this process within a 
secular medical context will further help a Christian physician provide spiritual care 
which “give[s] the reason for the hope that you have” but with a demeanor of 
“gentleness and respect” (1 Peter 3.15) 
 
Power Inequity Between Physician and Patient 
 71.3% of all physicians noted that they worried that the power inequity 
between patient and doctor was a barrier to appropriate spiritual care.  Consistent 
with the previous barrier of patient discomfort, the MD-A group had the highest 
levels of concern (83%) in contrast to MD-B (71%) and MD-O groups (69%).  Some 
argue that spirituality should be excluded from the patient relationship because 
clinicians may misuse their powerful position to unduly influence patient spirituality.10  
While this may admittedly be a danger in certain contexts, the RSCC sample found 
infrequent provision of any type of spiritual care and strong concerns among the 
most religious physicians of an abuse of power.  This raises the question whether 
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the barrier of “power inequity” is more of a theoretical than an actual problem 
needing to be addressed.   
 In addition, there are important theoretical considerations related to the 
presuppositions undergirding this concern. A basic presupposition underlying this 
concern is that since the physician is influential, holding power of knowledge and 
needed skill over a vulnerable patient, the physician must ethically restrain her 
power by being as neutral as possible, especially in the subjective realm of R/S.  
However, scientific investigation has never been objective in the manner in which 
Enlightenment thinkers conceptualized or portrayed it.11  After the Enlightenment, 
physicians allied themselves with a scientific medicine chiefly characterized by a 
belief in a mind/body dualism, an ontological view of disease origin, and an 
emphasis on numerical measurements and probabilistic reasoning.12 Scientific 
medicine portrayed itself as a profession that was objective, free from religious 
quackery, and socially authoritative because of its universal grounds.13  This alliance 
has produced both a monopoly in offering health care and unprecedented social 
confidence.  However, with the rise of postmodernism there has been growing 
insight that there is no neutral standpoint from which a physician might practice 
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medicine in relation to spirituality, morality, or theological issues.14  The practice of 
medicine always embodies certain values and aims by which a physician finds 
guidance when offering medical diagnosis and treatment.  Those goods and aims 
are inevitably undergirded by metaphysical and spiritual worldviews.15  Even 
something as commonplace as a physician persuading a patient to stop smoking is 
in actuality grounded in certain unsubstantiated and non-empirical assumptions 
about the goods and aims of human life.  Whenever it is presupposed that a healthy, 
longer life is better than something else, and consequently should be pursued, there 
are inevitably embedded theological/philosophical normative assumptions.  On what 
grounds can someone argue that living longer is better than living less?  On what 
basis can it be argued that living pain free is better than being in pain?  Or more 
generally, why is life better than death?  These theological/philosophical questions 
are directly related to the practice of medicine but cannot be answered on empirical 
grounds.  Since one’s assumptions on such basic issues are normally so 
unconsciously accepted, it is often difficult to see the underlying normative 
framework infused in something so simple as encouraging a patient to cease 
smoking.  Objective data cannot in themselves ground the conclusion that a patient 
should stop smoking.  Rather, it is a person’s foundational beliefs about the meaning 
and purposes of human life that give meaning to the data being analyzed.  These 
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deep convictions depend on normative sources of human understanding such as 
theology, philosophy, and metaphysics.  The manner in which human knowledge is 
formulated (i.e., epistemology) requires that physicians consciously acknowledge 
that the practice of medicine presupposes and depends on a larger theoretical 
framework derived from non-scientific sources.16  It moreover calls for physicians to 
recognize that the non-material dimensions of humanity are inherent in every patient 
encounter because they underlie the basic assumptions and aims of physical caring 
and curing.17   
  If it is true that spirituality cannot be eliminated from or neutralized in how 
physicians engage patients, what are the implications for potential abuse of 
physician authority?  The inevitable role that norms play in the patient-physician 
relationship requires a different approach to the problem of physician manipulation 
or abuse of power with vulnerable patients.  In fact, a more substantial misuse of 
physician authority occurs when physicians conceptualize themselves as morally 
and spiritual neutral when their counsel and care are in fact unconsciously 
functioning normatively within a theologically latent worldview.  A clinician’s 
worldview manifests itself not only in what she actively recommends, but also on 
those topics in which a physician remains silent.  When clinicians do not integrate 
spirituality into their care plan, this likely reflects an underlying belief that religion and 
spirituality is not particularly relevant to the medical issues facing a patient.  In this 
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way silence reflects a worldview that relegates religion and spirituality to a sphere of 
subjective values that are secondary to objective facts.  But this viewpoint is itself an 
unsubstantiated claim about the nature of reality.  When a physician applies a fact-
value construct within the doctor-patient relationship, she in actuality employs a 
particular worldview in dealing with the patient.  The so-called “neutral” physician 
asserts her normative, spiritual framework to patients as much as an overtly religious 
clinician—but the secular context often masks these dynamics.  If this assessment is 
correct, then patients are in greater danger of moral or spiritual manipulation from 
“neutral” physicians because they have not been properly informed of how the 
clinician’s worldview operates in medical decision-making or care patterns.  Silence 
toward R/S in the medical encounter does not avoid the asymmetry of physician 
authority, but conceals its power.   Consequently, patients are better protected 
through physician candor than through a false appearance of neutrality.18 
 In addition, within the Christian tradition, physicians hold no intrinsic power or 
authority over the patient.19  God alone holds power and authority to heal (e.g., Ben 
Sira).  Consequently, for a Christian physician to give credit to God and gently 
encourage a patient to seek God is not misuse of a privileged position, but its 
opposite, the emptying of self-power.  When a Christian physician provides spiritual 
care in this manner, she is not exercising power over a weaker patient because the 
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content of the physician’s message is that she holds no intrinsic or extrinsic power or 
authority to heal. Instead, by pointing the patient to the single, divine authority who 
alone holds knowledge and power to heal, the physician gives proper credit, and 
exercises no authority over the patient by doing so. 
 
Religious Pluralism 
 An additional barrier endorsed by 76.9% of all physicians (75% of MD-A 
group) was that they felt “uncomfortable engaging these issues with patients whose 
religious/spiritual beliefs may differ” from their own.  In another RSCC qualitative 
publication on viewpoints of patient-practitioner prayer, 17% of patients and 12% of 
oncologists spontaneously noted that concordance of spiritual belief was an 
important condition governing whether clinical prayer between doctor and patient 
was appropriate.20  Since the qualitative methods in the RSCC survey underestimate 
the generalizablity of the findings, it is likely that a quantitative survey would find 
strong majorities who would agree that concordance of beliefs makes spiritual care 
more socially acceptable in secular settings.  Spiritual pluralism, in contrast to 
concordance, decreases common ground, making differences more complicated and 
confusing to navigate, especially between strangers.  There is considerable 
opportunity for misunderstanding and offense.   
 Adding to this complexity, there are significant differences within the Christian 
community regarding the nature and extent of salvation, especially as it applies to 
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other religious traditions.21  Theological differences among Christians regarding the 
extent of salvation to those outside the Christian community carries important 
corollary implications surrounding the nature, purpose, and content of spiritual care 
within the medical context.  Theological views on the nature of Christian salvation 
likely serve as an important sub-text to many current differences related to more 
visible issues such as preferred definitions and use of “religion” vs. “spirituality,” 
directive vs. indirect styles of spiritual care, as well as the ends, authorities, and 
content of spiritual care.  One’s theological understanding surrounding the extent of 
salvation underlies many of these clinical issues related to spiritual care. 
 Engaging the theological issues related to salvation falls outside the concerns 
of this project.  One important item to stress is that proponents of different 
theological approaches to salvation (i.e., exclusivist, inclusivist, pluralistic) have the 
tendency to exert hegemony over the structure of spiritual care within a secular 
institution.22  An authentically pluralistic approach to spiritual care, rather than opting 
for a single theological viewpoint related to salvation, will create institutional 
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structures that provide safety in holding different and opposing views related to 
salvation and different religions. 
 Arguably, it is the exclusivist view of salvation held by some Christians (as 
well as others within other religions) that encounters the greatest tension in 
navigating a secular, academic medical environment. While there are many possible 
qualifications of an exclusivist understanding of salvation (e.g., of infants, of those 
who might be invited after death, or who have never heard the gospel), in general 
this view holds that salvation is located exclusively in Jesus Christ as the unique 
revelation of God and that a conscious faith in Jesus as Lord is necessary for 
salvation. Can an exclusivist theology maintain internal integrity related to spiritual 
care while simultaneously navigating a plural environment in a socially acceptable 
manner?  While maintaining faithfulness and social acceptability is not always 
possible depending on the context, there are several factors and strategies that 
suggest that Christian physicians who hold an exclusivist view in a secular, 
academic medical setting can be attentive to both concerns.  Briefly consider the 
following points.  (1) Christian physicians, more than all other physicians in the realm 
of R/S, have R/S in common with the vast majority of U.S. cancer patients.  79.5% of 
Boston cancer patients identified themselves as specifically Roman Catholic or 
Protestant, and approximately half of all cancer patients considered themselves as 
both religious and spiritual.  These demographic variables do not eliminate 
complexities associated with pluralism, but they do show that non-Christian 
physicians such as Hindus and Jews experience the tensions of religious pluralism 
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more directly.  (2) Since the doctor-patient relationship is normally between persons 
who are practical strangers,23 all physicians must almost always enquire from 
patients their R/S history and current R/S experiences before engaging in any type 
of further spiritual care.  Asking patient background information, aside from its 
potential clinical importance, is intrinsically an act of friendship and relationship 
building.  This is likely to lead to future conversations related to R/S, further moving 
the relationship surrounding R/S toward a comfortable, collaborative relationship.  
(3) The governing attitude related to a Christian physician’s engagement with a 
patient concerning R/S is marked by “gentleness and respect” (1 Peter 3:15).  
Providing explanation or “apology” (1 Peter 3.15) for one’s hope in Christ – even a 
theologically exclusivist view of Christ – must always be done apart from attitudes of 
pride, arrogance, or self-promotion.  These remain perennial dangers whenever a 
Christian shares her hope in Christ. It is especially within the patient-physician 
relationship that a Christian physician’s demeanor and tone, especially in relation to 
spiritual care, must be characterized by gentleness and respect.  It is likely that this 
attitude, when perceived by the patient as being humble and respectful, may not 
only avoid offense, but may even soften hearts that were previously unwilling to 
consider spiritual and religious claims.  (4) Another important differentiation to note 
related to religious pluralism is that there is a recognizable distinction based on who 
initiates spiritual conversation or practice.  Whenever the patient initiates spiritual 
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conversation or practice, the Christian physician can have confidence that the 
patient is open to having R/S somehow be part of the patient-physician relationship.  
There is considerable safety whenever the patient does initiate. Based on this 
dynamic, some have argued that the patient should only initiate R/S in order to avoid 
offense, awkwardness, or spiritual manipulation.24  While this advice has some 
wisdom, it has been shown elsewhere to be overly cautious and likely results in 
decreasing spiritual interactions because the patient, though needing and/or desiring 
spiritual care from the doctor, is unsure if or how to initiate.25  Consequently, a 
Christian physician can have confidence to gently engage the patient related to R/S 
whenever the patient initiates, but can also navigate these issues by being aware of 
conditions of appropriateness and by initiating a spiritual history during the first 
meeting.26  (5) When there is not concordance of belief between physician and 
patient, the most appropriate way to proceed, especially when considering there are 
no neutral physicians holding R/S, secular, or humanist perspectives,27 is through 
gentle candor and respectful disclosure of one’s R/S.28 Disclosure of one’s different 
R/S tradition would not be motivated by a desire to create distance, awkwardness or 
hostility with the patient. The disclosure would also aim to avoid making the patient 
                                            
24
 Pembroke, Post, Puchalski, and Larson. 
25
 Balboni MJ. 
26
 Ibid. 
27
 Hall and Curlin, "Can Physicians' Care Be Neutral Regarding Religion?." 
28
 Curlin and Hall, "Strangers or Friends? A Proposal for a New Spirituality-in-Medicine Ethic." 
220 
 
feel unsafe or uncared for.  R/S disclosure entails careful qualifications in order to 
avoid misunderstanding and other social pitfalls.29  
 Consider also another, more complex scenario such as when R/S is directly 
relevant to patient decision-making, requiring specific engagement on R/S issues.  
For example, a Muslim patient with a Christian doctor refuses oncology treatment 
because he believes that Allah is justly punishing him for his sins.  How should a 
Christian physician, particularly one holding an exclusivist salvation theology, face 
this situation in a secular, academic medical setting?  An exclusivist framework 
requires that a Christian physician clearly understand the openness or willingness of 
the patient to receiving spiritual counsel from a Christian.30 If the Muslim patient, 
while acknowledging that the physician is Christian, says that he is willing to further 
discuss this with the physician, then an inter-religious, missionary form of spiritual 
care can ensue.31   
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Lack of Private Space 
 A final barrier to spiritual care is the lack of private space for physicians to 
discuss spiritual matters with patients.  This was endorsed by 64.6% of all 
physicians, highest among the MD-B group (75.4%).  On a practical level this barrier 
is experienced when physicians engage patients in the presence of others who, 
depending on the context, might include the patient’s family or friends, other 
physicians or students who are part of the patient’s medical team, or other patients 
sharing an inpatient hospital room.  What may further add to this barrier are the lack 
of R/S symbols in secular clinical exam rooms, inpatient hospital rooms, or public 
passageways.  Hospital chapels, intended to provide sacred space, tend to be 
miniscule rooms, in contained, slightly off-center locations.  Secular chapels are 
relatively inconsequential in comparison to enormous waiting areas and centrally 
located public atriums decorated with carefully chosen artwork, pictures of prominent 
hospital figures, and frequented coffee shops.32  The four hospital chapels 
associated with the RSCC survey are decorated with ambiguous stained glass, and 
lack prominent, tradition-specific religious symbols – decorated presumably following 
interfaith concerns.33  Outside of these contained sacred spaces, physicians and 
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patients seemingly should engage one another concerning the body, not soul issues.  
The structure of space, at least in the employment of architectural and artistic 
symbols, is organized according to a sacred-secular dichotomization, with all clinical 
space designed according to non-spiritual, secular sensibilities.  An immanent frame 
governs clinical and public spaces by conditioning the doctor-patient relationship to 
conform to the symbolic and architectural expectations that emanate from the space 
itself. 
 Christian physicians operating in secular spaces should consider several 
important theological strategies related to the meaning of space.34  First, within this 
context it needs to be emphasized that what makes space “sacred” within Christian 
theology is not primarily the presence of traditional symbols or rituals but the 
presence of the Holy Spirit.  No matter what the human architectural goals might be 
related to the construction of sacred and secular space, it is the presence or 
absence of God’s Spirit that makes space sacred or secular.  Since the earth is 
described as “the Lord’s” (Psalm 24.1) and God’s “footstool” (Acts 7.49-50), all 
space is infused with divine presence.   God’s omnipotent presence opens a 
theological realization that the divine is present in non-traditional religious objects 
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Place, Memory, and Identity (Baltimore: Johns Hopkins University Press, 2001). 
223 
 
and people.  Jesus himself specifically taught that when one is visiting the sick, 
Christ is mystically visited and cared for – so that to be in the presence of a patient is 
to be in the presence of Christ.  In this way, the patient’s presence transforms a 
clinical office or hospital room into sacred space.  In addition, Christian physicians 
should practice a positive reinterpretation of medical objects and symbols that have 
been interpreted as secular under a spirituality of immanence.  Medical therapies 
and technologies, in contrast to a spirituality of immanence, can be seen through the 
lens of a Christian spirituality of medicine.35  Daniel Sulmasy provides an excellent 
example of this as he reinterprets the Aesclepian symbol of the snake wrapped 
around the pole to be a hidden symbol of Christ raised on a pole as a snake to 
provide healing (John 3.14).36  Or consider the cancer patient’s spiritual 
interpretation when receiving radiation therapy:  “I would never begin a treatment 
without taking a moment to pray out loud.  I asked God to turn the radiation beams 
into His holy light annihilating any cancer cells that may have escaped the scalpel.”37  
These are examples in which the Christian imagination centered in God perceives 
medicine and its surrounding context through a sacramental lens. Second, one 
implication of the New Testament teaching that followers of Christ are themselves 
bodily temples indwelt by God’s holy presence (John 2.21; 1 Corinthians 3.16-17; 2 
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Corinthians 6.16), is that space becomes sacred through the presence of the Spirit 
in the believer.  Thus, the Christian physician is a “walking temple” in every place 
that she enters.  In addition, a sacramental understanding of the practice of 
medicine, following the teaching of St. Basil, means that the physician herself is an 
“enacted icon” pointing as a sign to Christ, the Great Physician.38  The practice of 
medicine is intrinsically a sacrament of spiritual healing, and the physician – whether 
consciously recognized or not – is a sign of Christ.  By consequence, the entire 
patient-physician “event” is sacramental since both the sick person and the 
physician are signs, albeit in different ways, of the crucified and risen Christ.  
Whenever the patient and physician meet, therefore, they both in unique ways make 
the domain of medicine sacred.  What was designed and intended by human 
architects to be secular space, governed by secular sensibilities, is in fact holy 
ground because of Christ’s presence sacramentally embodied in physician and 
patient. In response to this spiritual reality, Christian physicians should consider the 
importance of employing traditional religious symbols which characterize this reality.  
Whereas it may be impossible, for example, to hang crucifixes on the wall because it 
is considered offensive to the larger society which has designated it secular, nothing 
forbids individual physician placing the symbol of the cross on his or her medical 
coat.  While traditional symbols of Christianity are not necessary to constitute a 
space as sacred, they do serve multiple purposes, especially by reminding and 
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calling attention to the reality that as a Christian physician, Christ’s cross marks the 
person and her medical practices. 
 A final response to the barrier of lack of private space, after addressing 
structural issues of space, relates to the prioritization of spiritual conversations with 
the patient.  It is commonly recognized, for example, that certain essential and 
sensitive matters require special effort by the physician to create private space.  If 
the physician needs to talk with the patient concerning a confidential issue (e.g. 
providing bad news), the physician will make the effort to make space for this 
conversation to occur.  If the Christian physician prioritizes the essential importance 
of spiritual care, rather than seeing it as an optional add on, she will make special 
effort to create private space in order to talk about spiritual matters.  Lack of private 
space is then really an extension of failure to prioritize the importance of spiritual 
care as an integral part of being a physician. 
 
Metaphors Guiding Spiritual Care Within the Physician-Patient Relationship 
Defining Spiritual Care 
 In Chapter one, an initial definition of spiritual care was provided, a definition 
that was admittedly ambiguous: “care that supports a patient’s spiritual health.”  A 
definition for spiritual care obviously requires a prior definition of spirituality itself as 
well as clarity concerning whose spirituality ought to take priority within the patient-
physician relationship.  Based on the definitions of Chapter one, the proposed 
definition of spirituality is life centered on the person(s) and/or object(s) of one’s 
chief love -- however individually understood and pursued.  This definition indicates 
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that there is no single, unified spirituality per se, but many spiritualities since 
individuals may center their lives on many distinct objects chiefly loved.  Since 
groups of persons may hold the same life center (e.g., Allah, the self, etc.), 
spiritualities can be logically clustered together based on closely shared 
characteristics.  It was on these grounds that Chapter one provided a definition of 
Christian spirituality – life centered on the Triune God.  Based on this rationale, an 
expanded definition of spiritual care can be provided:  care that supports the health 
of a patient’s life centered on the person(s) and/or object(s) of his or her chief love – 
however individually understood and pursued.   
 
Strangers or Friends? 
 However, this definition raises another basic issue of physician spiritual care, 
namely what ought to happen when the patient and physician hold distinct life 
centers?  Should the physician’s life center be imposed on the patient?  Or should 
the patient’s life center be imposed on the physician?39   Curlin and Hall have argued 
that there are two broadly conceived approaches concerning the manner in which 
physicians ought to dialogue with their patients concerning R/S.40 The first approach 
they label the “stranger” model, which in their view, conceptualizes spiritual care 
primarily as a therapeutic technique that the physician applies on the patient.  This 
approach has three accompanying characteristics. It stresses the importance of 
                                            
39
 Most discussions in the literature regarding this issue tend to point out that it is ethically 
problematic for physicians to impose their R/S on the patient.  Curlin and Hall provide one of the only 
discussions in the literature that recognize that the issue of imposition is potentially bi-directional. 
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physician competence since spiritual care is interpreted primarily as a technique 
rather than a moral enterprise.  Second, the approach emphasizes the importance of 
patient autonomy since it would be “an unjust imposition for the physician to 
‘expound’ her own values on to an unwitting patient.”41 Likewise, the power 
differential in the physician-patient relationship requires protection of the patient’s 
autonomy so that a physician should neither “recommend nor critique religious 
ideas” unless R/S directly conflicts with “evidence-based medicine.”42  Third, Curlin 
and Hall note that a therapeutic approach to spiritual care requires that physicians 
maintain a position of neutrality.  Patients consult physicians for medical advise not 
for “dubious and unregulated religious opinions.”43  Lack of neutrality related to R/S 
also weakens the professional authority that physicians hold through their alliance 
with empirically based, neutral science.44  If physicians become associated with R/S 
rather than with science, then physicians will lose their reputation as being objective 
and scientifically based. 
 In contrast to a therapeutic approach to spiritual care, Curlin and Hall argue 
for a new paradigm of conceiving spiritual care within the patient-physician 
relationship as an ethical discourse of friendship.  They define moral discourse to 
mean “dialogue ordered to clarifying the good and negotiating the right ways to 
pursue that good” and moral friendship to be how “a physician would act toward her 
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patient out of a desire for the patient’s good.”45  This approach to spiritual care 
emphasizes the importance of physician wisdom rather than competence.  They 
argue that when a patient raises a spiritual concern with a physician, he or she is not 
expecting an authoritative, technically competent response.  What a physician 
needs, instead, is practical wisdom to “navigate discourse regarding religion.”46  
Physicians gain wisdom through personal moral and spiritual formation, not solely 
through professional training.  While a physician’s central focus will never be R/S 
because of the profession’s most basic focus on the human body, an emphasis on 
boundaries will likely lead to a “dehumanizing practice of medicine that undermines 
genuine interpersonal care and connection.”47  Second, a friendship approach 
emphasizes physician respect for patients rather than patient autonomy.  The 
authors argue that there is a double standard related to patient autonomy since, on 
the one hand, physicians “use their unequal power judiciously to persuade patients 
to pursue the goals judged best by the physician,” but on the other hand, 
“discussions regarding religious concerns are considered prima facia violations of 
autonomy.”48  Instead, they argue that a physician can “clarify and promote a 
patient’s flourishing... walking a fine line”49 between R/S coercion and respectfully 
navigating and negotiating R/S issues – a practice in which physicians engage every 
day in relation to medical decisions.  Third, they argue that physicians’ engagement 
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of patient R/S should be characterized by candor rather than neutrality.  An 
assumption of neutrality is problematic, they argue, because it is philosophically 
impossible to “divorce themselves from the specific traditions of knowledge and the 
moral commitments that shape their lives.”50  Likewise, the authors argue that 
devout people will interpret “setting aside one’s religious commitments” as “a form of 
unfaithfulness.”51  Neutrality is also problematic because it assumes “that religious 
commitments are private and as such should not influence the professional 
sphere.”52  Curlin and Hall argue that the ideal of neutrality is “rooted in secularism 
and is impossible to achieve [since] secularism is not neutral as regards religion.”53  
Instead of neutrality, they suggest R/S candor in the patient-physician relationship 
will help the relationship more genuinely address “disagreements regarding religious 
matters in such a way that he and the patient can respectfully negotiate a mutually 
acceptable accommodation.”54  Candor requires a physician to acknowledge, for 
example, moral questions surrounding medical decisions, including which judgments 
are “part of professional consensus and which follow from her own moral 
convictions, and she must take pains to make that distinction clear to patients.”55 
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 Adjudicating between understanding spiritual care as an applied medical 
therapy versus a moral and spiritual dialogue between friends raises much more 
fundamental questions about the nature of disease and healing. It is important to 
stress that “strangers” versus “friends” may be ultimately a false dichotomy, but the 
metaphors do help raise questions of spiritual care, how it should be provided, and 
more fundamentally:  What is the physician? What is medicine? What is disease and 
healing?  This project will provide only the briefest account of these complex 
questions in order to further elucidate the dissertation question.  Following Curlin 
and Hall, there are two broad categories of metaphors that might capture the 
physician’s role.   One category of metaphors is non-relational, and the other 
relational. Whereas Curlin and Hall propose the metaphors of strangers versus 
friends, here the argument will adopt very similar, but slightly different metaphors:  
scientist verses host/hostess.  
 
Physician as Clinical Scientist 
 Arguably the most enduring metaphor of the physician after the 
Enlightenment has been the physician as scientist.  The practice of medicine was 
joined with the scientific method during the Enlightenment which was seen as 
providing the solution for all illness.56  “Professional excellence in medicine came to 
be associated with scientific prowess and laboratory research rather than library-
based knowledge and empathetic bedside skills.”57  Foucault describes the rise of 
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the physician scientist as part of “two great myths” associated with medicine 
beginning with the Enlightenment.58  He suggests that physicians, exercising a 
scientific “gaze,” advance beyond the false rigidity of medical tradition and progress 
toward real healing:   
The observing gaze refrains from intervening: it is silent and gestureless. 
Observation leaves things as they are; there is nothing hidden to it in what is 
given. The correlative of observation is never the invisible, but always the 
immediately visible, once one has removed the obstacles erected to reason by 
theories and to the senses by the imagination. In the clinician's catalogue, the 
purity of the gaze is bound up with a certain silence that enables him to listen. 
The prolix discourses of systems must be interrupted: 'all theory is always silent 
or vanishes at the patient's bedside.'59 
In Foucault’s genealogical account of the rise of modern medicine, “the clinic” 
“became medicine’s living laboratory,” and sick people were passive agents “where 
the doctors were in control.”60   The physician scientist emerged with a “practice of 
power; a form of control; a scientific discourse; a form of applied engineering.”61   
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 This understanding of the role of the physician as scientist is also directly 
correlated with an underlying theory of disease and health.  This theory underlying 
the practice of medicine holds three rational principles according to Risse: (1) 
materialism that has lead to a mind/body dualism, (2) reductionism which led to an 
ontological understanding of disease origin, (3) empiricism which has stressed 
numerical measurements and probabilistic reasoning.62 Another important 
characteristic of this theory of medicine, in contrast to premodern and non-Western 
views of the healer (i.e., Shamanism) is the objectivity of physicians whose role does 
not include innate, therapeutic ability. 
 What does this metaphor imply for spiritual care?   The physician as scientist 
is a metaphor that emphasizes the physician as an objective observer.63  The patient 
becomes a passive sufferer in his or her illness.  The patient’s physical body 
becomes the central focus of observation.  The physician, depending primarily on 
the scientific method, identifies the physical cause(s) for illness, and then responds 
by applying therapies in the forms of medication or surgeries.  This is primarily a 
non-relational model, constructed on a scientific paradigm, emphasizing the 
observational powers of the physician in diagnosis and therapeutic powers in 
prognosis and treatment.  Expanded to include the physician-patient relationship, the 
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metaphor is equivalent to a scientist-body relationship.64  This is a roughly equivalent 
to the stranger metaphor with slightly distinctive emphases.  In Curlin and Hall’s 
view, when spiritual care is interpreted within a therapeutic paradigm, it results in 
either a rejection of spiritual care completely, since it is subjective and non-scientific, 
or it functionalizes spiritual care as another therapeutic instrument within the 
physician’s arsenal aimed at physical health or cure.   A therapeutic approach to 
spiritual care also decreases the importance of the actual substantive content of the 
patient’s spirituality and emphasizes its potential psychological benefits irrespective 
of content.  Under this paradigm, therefore, the patient’s spirituality should be central 
and the physician ought to use the patient’s spirituality toward the ends of physical 
health and cure. 
 
Relationship Metaphors:  Friend and Host 
 Under the scientist metaphor, biomedicine has yielded important, even awe-
inspiring advances in the knowledge of disease and the ability to cure.65  A Christian 
critique of the scientist metaphor is not a critique of the achievements of science or 
the great value of being a scientist.  Indeed, a presupposition underlying this entire 
project is that science and Christianity are highly compatible systems of knowledge, 
and should not be conceived as in opposition to one another when rightly 
understood.  Instead, the argument that this project is forwarding against the 
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physician as scientist metaphor is that this should not be the chief metaphor.  The 
physician is not chiefly a scientist and the patient is not chiefly a body.   But what 
then is the alterative? 
 
Being in Relationship 
 Daniel Sulmasy argues that a human being as person is a “being in 
relationship.”66  He says that in order to truly know anyone or anything requires 
understanding of “the complex set of relationships that define it.”67  Rather defining 
disease according to reductionisitic, scientific model, “disease can be described as a 
disruption of right relationships” and healing is the “restoration of right 
relationships.”68  Sulmasy argues that illness and healing are both “intrapersonal” 
affecting the physical body and the mind, and “extrapersonal” in relationship to the 
physical environment, other persons, and the transcendent.69  Sulmasy describes 
this medical model of healing the “Biopsychosocial-Spiritual” model of care.70  Thus, 
his proposal is not dualistic (based on a material vs. immaterial understanding of the 
human person).  “In this model, the biological, psychological, social, and spiritual are 
distinct dimensions of the person and no individual aspect can be disaggregated 
from the whole.  Each aspect can be affected differently by a person’s history and 
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illness, and each aspect can interact and affect other aspects of the person.”71  It is 
important to understand that Sulmasy’s philosophical anthropology does not in any 
way reject the scientific method, or deny the use of a reductionistic, empirical 
approach to medicine.  Rather, the scientific approach to medicine, in Sulmasy’s 
view, is subsumed under a larger framework based on an anthropology focused on 
relationships.  Consequently, the physician ought to play the role of scientist, but this 
remains a subordinate metaphor. 
 
Friendship Metaphor 
 Based on the centrality of relationship in understanding the person in all of his 
or her complexity, the argument therefore follows that the category of relationship 
ought to play a key role in understanding the dynamic between physician and 
patient.  Thus, Curlin and Hall’s metaphor of “friend” may serve as a clarifying and 
instructive description of how physicians and patients might relate to one another 
over issues of R/S, and more generally depict the overall relationship as Veatch has 
described it.72  It is stressed that as a metaphor its meaning does not imply a close 
affection or longstanding familiarity as friendship might imply today.  Rather, it 
focuses on the physician working with the patient in discerning and desiring the 
patient’s true good.73  One strength of this metaphor is that it is directly endorsed 
                                            
71
 Sulmasy, The Rebirth of the Clinic:  An Introduction to Spirituality in Health Care, 128. 
72
 Although Veatch ultimately rejects the metaphor of friend and opts for the metaphor of 
“partner.”  Veatch. 
73
 Curlin and Hall, "Strangers or Friends? A Proposal for a New Spirituality-in-Medicine Ethic," 
371. 
236 
 
within the consensual Christian tradition when Ben Sira admonishes the patient to 
“make friends with the physician for he is good for you” (38:1).  Another strength is 
that it recognizes and challenges the larger social framework that is commodifying 
and industrializing medicine.  The friendship metaphor counteracts this cultural 
tendency.  A third strength is that it emphasizes a non-authoritarian relationship, 
stressing mutuality between physician and patient.  A final strength is that it is a term 
that parallels the fellowship/friendship metaphor described in the spiritual guidance 
literature.74 However, there are also some drawbacks to a friendship metaphor.  
Modern health care, especially urbanized, bureaucratized academic medical 
centers, does create medical relationships more typically associated with strangers.  
The actual lack of time and bond that most patients and physicians have with one 
another is very distant from what most true friendships enjoy or ideally pursue.  In 
addition, the difference in knowledge and wisdom between physician and patient 
concerning the experience of illness and the complexity of medical knowledge is 
very real.  If the relationship were epitomized as friendship, it would not be a 
friendship based on equality – which is arguably an important dynamic among 
friends.   
 
Host-Guest Metaphor 
 Based on these limitations of the image of friendship, another metaphor may 
help clarify the patient-physician relationship both in general and specifically 
concerning spiritual care.  It is the metaphor of host/hostess and guest.  Perhaps the 
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greatest immediate limitation of this metaphor is that it may seem initially awkward 
and unfamiliar.  But below it will be argued that it is nevertheless an understandable 
and potentially meaningful metaphor.  There are five strengths to this image. First, 
hosts and guests are often relative strangers, as is mostly the case between 
physicians and patients in modern healthcare.  Thus, the metaphor, rather than 
trying to resist the contemporary situation, acknowledges it as the reality.  It also 
mirrors the temporary nature of most physician-patient relationships.  It is also 
possible that friendship can develop out of a host-guest relationship.  In this sense, it 
is a metaphor that incorporates the potential for friendship but qualifies it by 
recognizing the possible newness and unfamiliarity that may exist.  Second, as a 
relational metaphor, a host holds a level of authority, at least over a specific 
jurisdiction of space.  This authority helpfully mirrors the actual expertise and 
dominion that physicians have within the realm of medicine and illness.  The guest 
may also be coming to the host out of some human need – which can sometimes be 
the case in a host-guest relationship -- for example, if the guest needs temporary 
lodging.  This corresponds to the physician-patient relationship, and is not a regular 
dynamic in the friendship model.  Third, unlike the friendship model that often 
includes a dynamic of spontaneity, the host-guest model is more formal and follows 
prescribed social rituals.  Relational rituals provide a framework in which two 
strangers meet and engage one another.  This parallels that doctor-patient 
relationship in which the relationship follows prescribed patterns of engagement.  
Fourth, as host a physician’s authority within medicine is not imposed on the guest, 
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but it is offered as an invitation and infused with a desire to serve.  The physician is 
not acting on a body, but generously receiving a person.  A host is open to and 
indeed receives the whole person – body and soul.  Literal hosts will typically feed a 
guest and may provide other physical means such as temporary lodging, etc.  But 
hosts will also engage a guest on many other relational levels, including at times 
spiritual ones.    
 From a Christian spirituality perspective a final strength is that it is a metaphor 
that has been central to a Christian understanding of caring for the sick.  Christ 
taught his disciples in Matthew 25:35-36: “For I was hungry and you gave me 
something to eat, I was thirsty and you gave me something to drink, I was a stranger 
and you invited me in, I needed clothes and you clothed me, I was sick and you 
looked after me....”  Reflecting on this text, Sulmasy notes that physicians need “to 
recover the sense that the encounter with the patient is an encounter with the holy 
mystery of God... Physicians may ask, ‘Lord when did we see you sick and comfort 
you?’ And the Lord answers, ‘Whenever you did something for the least of my 
brothers and sisters, you did it for me.”75  In the Christian tradition, hosting a guest 
and caring for the sick – which can become simultaneous activities – takes on even 
greater significance based on Christ’s teaching.  The guest is to be received and 
cared for as if he or she were Christ himself.  As Bretherton points out, the reception 
of a stranger in the Christian tradition is not primarily “entertainment,” which could 
imply that hosting may not be costly.  Rather, “making room for the stranger requires 
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the host to change their pattern of life.”76  The host-guest relationship was an 
important dynamic in Benedictine communities that followed The Rule of St. 
Benedict.  It was within the monastic context of receiving strangers and caring for 
the sick that the very concept of hospital emerged – a place for showing Christian 
love to vulnerable strangers.  “Many monks studied medical subjects as part of their 
general education” and many abbots became renowned healers.77  The 
Benedictines provide an especially adequate illustration for both the host-guest 
relationship and its literal implications for spiritual care.  “Life in the monastery was 
fostered by a unique therapeutic environment.”78  Risse further illustrates 
Benedictine care of the dying in the following account:  “Some brethren remained 
with the dying inmate throughout the day and night, praying and reading from the 
Scriptures by candlelight.  The point of this vigil was to ensure ‘proper passing’; 
nobody should be left to die alone.  If death became imminent, the whole monastic 
community was summoned and the monks congregated around the sick on both 
sides of the bed alternately to pray and sing, using music to ‘unbind’ the pain and 
thus provide the departing with spiritual nourishment for the journey to the beyond.”79 
 Benedictine spirituality emphasized stability, humility, and obedience as being 
“the means by which love of God and neighbor were accomplished.”80  But humility 
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and obedience were learned through hospitality to vulnerable strangers since this 
required one “to change one’s self-willed and pride-filled patterns of life.”81  Thus, 
caring for the stranger and for the sick were not intended to be harsh or 
burdensome, but “a school for the Lord’s service.”82  The Rule states “care of the 
sick must rank above and before all else, so that they may truly be served as 
Christ.”83  Those who directly attend the sick are to be persons who are “God 
fearing, attentive and concerned.”84  Similarly, the reception of a stranger is “to be 
welcomed as Christ.”85  The Rule requires an established pattern of reception 
including announcing the guest to the community, and the community meeting the 
guest with “all the courtesy of love.”86  The guest is to be first prayed for and then be 
offered a kiss of peace.  The arrival and departure of the guest should include 
community members physically expressing humility through prostration or bowing.  
The guest is to be invited to pray and a superior should sit with them.  “The divine 
law is read to the guest for his instruction.”87  The guest has his own sleeping and 
eating quarters, but meals are hosted and served by chosen community members. 
Under most circumstances, the abbot should break his fast in order to sit and eat 
with the guest.  The Benedictine model of hosting and caring for the sick vividly 
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illustrates that “Christians must seek to situate care for the suffering-dying within the 
narrative of the Gospel and the practice of hospitality.”88 
 What might the metaphor of host-guest imply for the relationship between the 
Christian physician and her patient?  Margaret Guenther adopts this metaphor to 
help clarify the role of the spiritual director. She suggests that implications for 
spiritual direction include being personally prepared spiritually, not being hurried, 
providing confidentiality, listening patiently to people’s stories, asking questions that 
help name a desire or a spiritual concern, providing safe space for confession and 
pointing to God’s forgiveness, connecting the person’s story to God’s redemptive 
story, and holding a spirit of mutuality and shared brokenness.89  Mary Earle, who 
has written to those who are sick based of the Benedictine tradition, provides 
another complementary framework for physician-hosts to consider when providing 
spiritual care.90  First, spiritual care should aim to create stability for the patient.  
Since illness is an upheaval in a person’s life and parallels a “forced asceticism” in 
which the patient must stop and stand still, supporting the patient in finding a new 
level of spiritual stability is essential.  This may entail the gentle support of 
encouraging the patient to find God in regular, daily living.91  It may also include 
helping the patient to express their fears and anxieties, since this is one of the first 
steps toward discovering honesty and a “standing place.”  Second, spiritual care will 
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include an encouragement to the Benedictine value of obedience.  Obedience is 
grounded in relationship and requires listening, both to oneself and to God.92  
Listening to God involves distinguishing between those voices which only appear to 
be God’s and the true voice of God.93 Spiritual care will encourage a spirit of humility 
to sift through one’s own thoughts and behaviors, and will turn to a deep listening to 
Scripture (through Lectio Divina).94  Third, spiritual care will encourage the ongoing 
conversion of the patient.  Within illness there is the need and opportunity for a 
constant letting go and a new openness, for “illness is assuredly a means of 
teaching us to let go.”95  Finally, spiritual care will encourage patient prayer since 
prayer and illness are indispensably joined.  “Prayer within a Benedictine 
perspective is grounded in the here and now, is open to new possibilities, and is 
genuinely honest in its expression.  Prayer as a lived response is the goal toward 
which we live, the practice to which we aspire.  It is also prayer that springs from 
real-life circumstance.”96  Earle encourages the patient to purse personal prayer, 
intercessory prayer, and prayer within worship.  She suggests praying with such 
things as prayer beads and icons, employing set times for prayer as practiced by the 
Benedictines, and using centering prayer.97 
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Whose Spiritual Center? 
 The metaphor of host also brings this discussion back to the original question 
beginning this section of the chapter: what ought to happen when the patient and 
physician hold distinct spiritual life centers?  Whose spiritual center should hold 
priority within the physician-patient relationship?  Whereas a therapeutic paradigm 
(and its accompanying metaphors of strangers / scientist-body) either rejects 
spirituality altogether or argues that the physician should use the patient’s spirituality 
for physical cure, a relationship paradigm suggests a different possibility.  The 
physician-patient relationship following a host-guest metaphor suggests a non-
authoritative, invitational, self-giving paradigm requiring consent concerning spiritual 
care.  On the one hand, a literal host(ess), even if he or she takes many measures 
to accommodate the desires of a guest, is circumscribed by certain limits.  While 
hosts seek to make the guest comfortable, they are not going to change the wall 
paper and will likely encounter limits to the kinds of foods that are locally available.  
While hospitality seeks to be generous, hospitality even at its best is grounded in 
who the person is.  The receiving of strangers involves the giving of oneself in who 
you really are.  On the other hand, a true dynamic of Christian hospitality includes 
making the guest comfortable, not only by providing basic needs but by paying 
attention to the likes and dislikes of the stranger.  Thus, a host(ess) endeavors not to 
assume too much concerning the guest, but observes, asks questions, and listens to 
the guest.  In this way, the host(ess) can attempt to nuance hospitality according to 
the likes and dislikes of the guest.  Consequently, in the physician-patient 
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relationship, hosting is at its best an invitational paradigm.  To be invitational is to 
simultaneously be deeply sensitive to that patient’s sensibilities and desires, and 
self-giving in a way that involves giving of oneself as one truly is.  This means that 
the Christian physician is not going to impose on the patient her “life centered on 
God.”  The Christian physician will be sensitive in accounting for the patient’s own 
spirituality – careful to not ignore, dismiss, or condemn it.  While the Christian 
physician should not flaunt his or her own spirituality, the metaphor also implies that 
a Christian physician will not suppress or functionally abandon his or her life center 
in the Triune God.   
 There is, in other words, delicacy both in the host-guest relationship and in 
the provision of spiritual care that takes place between physician and patient.  The 
physician must not proselytize the patient, as this is an inherent and unwelcome 
imposition, and “a violation of the trust the patient has given to the health care 
professional.”98 How, then, can one distinguish between a hospitable invitation and 
an undesired, harmful imposition?  John Peteet, following the work of Gutheil and 
Gabbard, suggests that there is a difference between a “boundary crossing” and a 
“boundary violation.”99  A boundary violation will be received by the patient as 
harmful and/or coercive whereas a boundary crossing, which goes beyond the 
general expectations of professionalism, may ultimately be beneficial and well-
received by the patient.  He suggests that a boundary crossing requires prior patient 
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consent.  “With respect to issues of worldview,” Peteet suggests, “the therapist, 
together with the patient, should try to answer the following basic question:  ‘If I 
explore further your spiritual concerns (or tell you my own religious identification, join 
you in a prayer, or suggest a church for you to try), how will this approach help with 
our work of getting you better?’  Without clarity about the patient’s thinking on this 
basic question, it will be difficult for the therapist to affirm that true informed consent 
has been achieved....”100   
 The issue of consent is a dynamic essential to Christian hospitality.  One 
important difference between Benedictine hospitality and Christian physician 
hospitality in a secular medical context is that the stranger, upon knocking on the 
door of the monastery, knew exactly the R/S context that he or she was walking into.  
Thus, it was not an imposition of the Benedictines to meet the guest with prayer and 
read Scripture, etc.  Strangers consented to this upon knocking on the door since 
they knew that they were entering a place with a peculiar kind of spirituality.  
However, even within this setting, part of the Rule involved inviting guests to 
community prayer but not necessarily expecting them to attend.  In contrast, when a 
patient encounters a physician in a secular medical context, the centrality or even 
acknowledgement of R/S is not part of the contemporary consent process.  Even if 
most patients would welcome engagement with their physician concerning R/S,101 it 
is not something that they expect.  Consequently, Christian physicians must follow a 
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more indirect path than described in the Rule since the social expectations are 
different.  But even despite important contextual differences, Christian physicians 
can draw upon the host-guest metaphor, especially illustrated within a Benedictine 
spirituality, and follow it as a guide to both the overall physician-patient relationship 
and in navigating the delicacy involved in spiritual care.  The host-guest metaphor 
suggests a non-authoritative, invitational, self-giving paradigm requiring patient 
consent when engaging issues of R/S. 
 
Anthropological and Countercultural Contextual Models for Spiritual Care 
 
 In addition to how one conceptualizes the spiritual care relationship, another 
important issue related to Christian physicians providing spiritual care involves 
underlying theological models for engaging the secular medical context.  In Chapter 
One, two distinct contextual theological models of spiritual care were introduced 
based on Stephen Bevan’s description of distinct models for contextual theology.102  
Attention was given to anthropological and countercultural contextual models.  Both 
theological models provide possible future pathways by which Christian physicians 
can move forward as they consider spiritual care of terminally-ill cancer patients. 
How can Christian physicians adjudicate between anthropological and 
countercultural approaches to spiritual care? 
 While there are important differences between the two approaches, it is 
helpful to first clarify a key shared assumption. Anthropological and countercultural 
approaches are in agreement in standing against what Taylor describes as a closed 
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immanent frame.103  Both views agree that humans are more than only physical 
bodies and present real mysteries that cannot be fully explained through scientific 
investigation using physical-biological categories.  Thus, there is a compelling 
rationale for seeking truths and relationships located in an order of things above the 
natural, such as morality, spiritual experiences, and perhaps religious viewpoints.  
Both the anthropological and countercultural are allies in the sense that they both 
reject hegemony of a closed, ethos of immanence of human knowing and 
experience.  Both positions affirm a sphere of reality that is immaterial, in contrast to 
a thisworldly emphasis. 
 As two Christian views to understanding the immaterial, however, the 
anthropological and countercultural follow distinct and divergent emphases.  The 
anthropological contextual model is defined as an approach to spiritual care 
emphasizing (1) a theology of God’s immanence, (2) the presuppositions that human 
nature and human culture are good and that divine revelation is primarily immanent, 
(2) that human nature and culture are intrinsically good, (3) that Scripture and divine 
revelation are conditional, (4) its methodological reliance on the human sciences as 
necessary and autonomous sources guiding theology, (5) a practice of listening in 
order to discover within the structure of culture “the very Word of God, hidden there 
like a dormant seed since the beginning of time and ready for sprouting and full 
growth,” and (6) the importance of the individual’s unique spiritual experience of the 
divine. In contrast, a countercultural contextual model to spiritual care emphasizes 
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(1) a theology marked by divine transcendence and that rationality is primarily 
tradition-mediated, (2) that human nature and culture are primarily sinful and broken, 
(3) the completeness of divine revelation, (4) a view of the human sciences, human 
experience, and context as subordinate to the Christian tradition, (5) the primary 
importance of the practice of repentance because of human sinfulness, and (6) the 
place of the congregation in offering a public apologetic for the gospel.   
 The anthropological and countercultural contextual models are two possible 
ways for conceptualizing how physicians can provide spiritual care. However, there 
are two basic reasons to resist upholding one model in contrast to the other.  First, 
every theological model holds inherent limitations and should not therefore be 
allowed to eclipse truths of other models. Models are “ideal types” that can “provide 
an angle of vision” on a problem under consideration.104  A theological approach “will 
generally recognize the limitations of its own root metaphors and will therefore be 
open to criticism from other points of view.”105  Second, both models are inherently 
imbalanced because they either overestimate divine immanence or divine 
transcendence to the depreciation of the other.  Divine transcendence is defined as 
God being “self-sufficient” apart from the world, whose being is “above the universe 
and comes to the world from beyond.”106  Divine immanence, not to be confused 
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with a philosophical use of the term immanence,107 refers to God’s relatedness to 
the world by being present and active in creation and “involved with the processes of 
the world and of human history.”108 Grenz and Olson argue, “It is a common 
misjudgment to take only one side of the transcendence/immanence dialectic, which 
is to miss the chief interfacing point:  it is precisely the holy God who is with us, the 
transcendent God who is immanent, indwelling in the world.”109 This is the basic 
storyline told by Grenz and Olson according to which twentieth century Christian 
theology has been marked by pendulum swings between divine immanence and 
transcendence.  Grenz and Olson argue “theologians in every era are confronted 
with the challenge of articulating the Christian understanding of the nature of God in 
a manner that balances, affirms and holds in creative tension the twin truths of the 
divine transcendence and the divine immanence... An overemphasis on 
transcendence can lead to a theology that is irrelevant to the cultural context in 
which it seeks to speak, whereas an overemphasis on immanence can produce a 
theology held captive to a specific culture.”110   Therefore, the most constructive way 
forward is not exclusive reliance on either the anthropological or countercultural 
                                            
107
 It is important to be clear that a Christian doctrine of divine immanence is a radically 
distinct concept from a philosophical use of immanence.  Whereas Engelhardt and Taylor used the 
concept of immanence to refer to a thisworldly, proposition that life “under the sun” is all there really 
is, a Christian doctrine of  divine immanence proposes how a transcendent God is equally interwoven 
within all creation.  
108
 Grenz and Olson, 11. 
109
 Oden, The Living God, 81. 
110
 Grenz and Olson, 11-2. 
250 
 
contextual models or their particular characteristics, but to use them in “conjunction” 
with one another in a unified approach. 
 Therefore, since both spiritual care approaches should be held in creative 
tension, imaginatively blending approaches may maximize a Christian physician 
response to spiritual care within a secular, academic medical context. It should also 
be recognized that blending approaches possibly leads to increased strengths.  The 
most notable strength of the countercultural over the anthropological is that it keeps 
intact the centrality of the Christian tradition or the material content, protecting the 
core of the tradition from erosion of its most central beliefs and practices.  However, 
the greatest weakness of the countercultural model, particularly in the practical 
outworking of a secular, academic medical context, is that it has little social traction 
that can comfortably identify or engage patients who may be alien to the Christian 
tradition.  The secular medical context, which the countercultural Christian approach 
rejects as beholden to a spirituality of thisworldly immanence, inevitably frames the 
Christian tradition within the larger society by marginalizing it to the private.  Many 
patients themselves are deeply influenced by a public-private expectation, creating 
social expectations that physicians – irrespective of their private spiritual beliefs – if 
they are to engage a patient’s R/S at all, must do so only on the patient’s terms and 
within the patient’s worldview.  The countercultural approach has no practical 
mechanism to counter this widely-held social expectation, leading ultimately to 
opinions held by some that the countercultural view is too sectarian and brash 
because it fails to demonstrate love and hospitality to those outside its own 
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perspective.  In contrast, the greatest strength of the anthropological approach is its 
current adaptability to a secular medical context – particularly its stress on respectful 
process by inoffensively engaging patients of many different R/S perspectives 
including those who hold to no R/S. Emphasizing process instead of content is 
primarily expressed through the use of questions and listening, and is usually 
employed by individuals, rather than finding corporate expressions. However, the 
greatest weakness of the anthropological approach is that it can too easily succumb 
to the surrounding assumptions of a given culture, effectively eroding not only minor 
defects within a tradition, but the central tenets of Christian spirituality itself:  life 
centered in God.  Its sensitivity to respectful process when interfacing with a 
surrounding, alien culture is simultaneously its greatest weakness because it may 
eventually denigrate Christianity’s constitutive characteristics.   
 If this description is correct regarding the major strengths and weaknesses of 
the anthropological and countercultural contextual models for Christian spiritual care, 
is there then a manner in which the models can be combined – highlighting their 
strengths and diminishing their weaknesses?  Again MacIntyre’s definition of 
tradition is helpful:  “a living tradition then is a historically extended, socially 
embodied argument, and an argument precisely in part about the goods which 
constitute that tradition.”111 The countercultural contextual model would benefit from 
more clearly recognizing that its emphasis on corporate expression pointing to the 
centrality of the Trinitarian God offers no easy embodiment for individual Christians 
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who seek to uphold the uniqueness of the Christian tradition in a secular, academic 
environment.  The secular social structure creates an atmosphere in which every 
expression by an individual Christian holding a countercultural emphasis risks social 
awkwardness and offense – threatening the process of communicating love to those 
who are different.  Likewise, the anthropological view needs to recognize that its 
emphasis on divine immanence and finding truth and redemption by looking solely 
within the human spirit not only risks the erosion of important Christian beliefs and 
practices, but can also “fall prey to a cultural romanticism.”112 This emphasis can 
result in an adoption of cultural beliefs and patterns that are alien to the gospel and 
beholden to undetected cultural idols. Both views create intractable practical-
theological tensions.  Both threaten the livelihood and wellbeing of the Christian 
community, as well as the ability for the Christian message of salvation to be offered 
in a secular world -- in this case, the secular oncology context. 
 While left to themselves these are incomplete models, together they mutually 
correct one another’s weaknesses and provide a practical way to offer spiritual care 
in a secular, academic medical context.  What is ultimately at stake between the two 
models is an understanding of God’s attributes, and in particular, the importance of 
balancing equally God’s transcendence and immanence.  There is, in other words, 
“the challenge,” as Grenz and Olson have argued, “of articulating the Christian 
understanding of the nature of God in a manner that balances, affirms and holds in 
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creative tension the twin truths of the divine transcendence and the divine 
immanence.”113  
 What then are the characteristics of a Christian spiritual care model that 
blends attributes from both the anthropological and countercultural?  Table 12 
outlines six characteristics of a combined model.  First, there is equal recognition 
that God is both immanent within every human context and person, as well as 
transcendent of creation.  Underlying presuppositions about God’s nature in relation 
to the world must hold in a harmonious tension these twin truths.114  Spiritual care 
should seek to maintain equally both theological presuppositions as they manifest 
themselves in actual care practices. Second, human nature and human contexts 
continue to be created after God’s image or likeness but are also simultaneously 
sinful or broken.  This means that there are internal resources within a person based 
on the continued functioning of God’s image that may be relied upon when providing 
spiritual care.  However, since God’s image exists in human nature and human 
cultures that are also penetrated by a broken human nature, those internal 
resources will at times be confused, contradictory, and unable to ultimately in 
themselves lead to union with God.  Thus, spiritual care will both look within the 
person for spiritual resources and also must turn to key resources located outside of 
the person for those that are lacking. Third, while the Christian tradition has 
generally maintained that God’s self-revelation, both in history through God’s acts 
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and in Scripture, is complete and perfect, the Christian tradition’s interpretation of 
this revelation is conditioned by context and consequently, imperfect.  Thus, there 
remains a constant requirement to be suspicious of one’s own grasp of truth, and to 
pursue a more pure knowledge of God and self. Spiritual care will encourage, 
therefore, a patient to interpret his or her own experience, recognizing it as holding a 
level of legitimacy, and yet will also turn to the Christian tradition (particularly 
Scripture) for illumination and interpretation of the patient’s experience. Spiritual care 
should embrace a plurality of sources of knowledge and authority while also 
maintaining the essential role of Scripture.115  Fourth, the human sciences must 
follow an a posteriori methodology because reality is multi-leveled and requires 
different disciplines to develop their own distinctive methods for investigation of their 
stated focus.116  From this particular point of view, the social sciences are 
functionally autonomous from theology.  However, the social sciences cannot 
operate apart from certain metaphysical presuppositions based in a tradition.117  For 
Christians, this means that while the social sciences are free to widely explore reality 
including the testing of claimed Christian interpretations, the social sciences also 
depend upon tradition to operate, and should be used to serve the Christian tradition 
by illuminating misunderstanding or false interpretations. Hence, Christian spiritual 
care will creatively work with human sciences such as psychology and sociology in 
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order to provide spiritual health and healing for a patient, and yet will also maintain 
that those disciplines hold a constructively critical, servant mentality on behalf of the 
Christian tradition.118  Fifth, a combined approach will emphasize the need for 
caregivers to listen to patients, since listening is part of a process upholding the 
communication of compassion that heals and stimulates patient self-healing, as well 
as the importance of encouraging patient transformation through a practice of 
repentance by listening to God.119  Listening and encouragement of repentance are 
complementary caregiver practices that capture a balance between indirect and 
directive counseling approaches, upholding the importance of both process and 
content.  Listening almost always should precede an encouragement of repentance 
since it is necessary to clarify the patient’s beliefs, practices, and experiences.  
Listening itself may also evoke a desire within the patient to seek transformation 
before God, illustrating how these two caregiver practices might seamlessly work 
together.  There may be occasions, however, in which encouragement to find 
transformation needs to be more directly encouraged through suggestive ideas or 
directive questions, depending on specific circumstances.  Hence, spiritual care of 
patients is inherently imbalanced when either listening or repentance are not part of 
a spiritual care approach.  Sixth, spiritual care will cater to both a patient’s unique 
spiritual experience and will encourage the importance of participation within the 
larger Christian community. Spiritual care addresses specific spiritual needs and 
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unique experiences of the individual.  Likewise, spiritual care also understands that 
the Christian community provides wisdom in interpreting experience and spiritual 
needs, provides spiritual resources through a network of relationships, and serves 
the pastoral goal of helping an individual find spiritual identity in a larger corporate 
experience of God. 
 Combining the anthropological and countercultural contextual models into a 
synthesized model holds in creative tension the potential of maximizing strengths 
and minimizing weaknesses, balancing the importance of process and content.   
 
A Christian Clinical Practice Model 
 What then would a Christian physician spirituality of medicine look like in 
relation to spiritual care with terminally ill cancer patients?  The following discussion 
attempts to concretize ways that the overlapping Christian themes can be embodied 
in practice. 
 
The Importance of the First Meeting 
 A Christian physician should help the patient interpret the entire illness 
experience and medical encounter through the use of spiritual language and 
concepts.  In so doing, the physician can signal to the patient that his or her 
encounter with cancer is itself a spiritual experience, and as a domain will be 
considered important.  However, the way that a Christian physician should 
emphasize this with a patient that she is meeting for the first time requires strategic 
subtlety in a secular, academic context.  The first strategic way to introduce the 
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priority of the spiritual is for the physician to ask the patient about his or her spiritual 
background to see what role, if any, it might play in patient’s experience of cancer.  
The physician should initiate, as part of the overall, routine history, a question such 
as “Another important question that I ask all my patients concerns the potential role 
that religion/spirituality has played in their life.  Has religion/spirituality ever been 
important to you?”  Following the Fourth Lateran Council, it is essential that the 
physician inquire about the patient’s R/S background before proceeding with any 
diagnosis or conversation about the patient’s therapy.  By following this order, the 
physician has sent a subtle signal that R/S is an important domain, irrespective of 
potential alarming diagnoses or success of medical therapies.  The patient is given 
no opportunity to interpret the R/S inquiry as in any way being secondary to physical 
health or healing.  The order of conversation directly implies an elevation of 
importance of R/S irrespective of prognosis for cure or death.  
 After the physician understands more clearly from the spiritual history the 
patient’s viewpoints and experiences, she will then have a better understanding of 
how to engage the patient.  In the RSCC randomly selected sample, 78% of patients 
said that R/S was important to their cancer experience,120 a finding corroborated by 
previous studies.121  Consequently, when a Christian physician asks a patient in a 
secular setting, the default expectation of the physician should be that R/S is an 
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important domain (greater than 3 of 4 patients).  When caring for a patient who 
already recognizes the importance of R/S, the Christian physician should 
immediately move toward framing the patient-physician relationship in terms that 
clearly include the spiritual.  Depending on more detailed R/S information that the 
patient provides during the first meeting (e.g., spiritual not religious, Catholic, 
orthodox Jewish, spiritual not religious, etc.), a Christian physician will adjust 
religious language in order to avoid misunderstanding.  Since R/S engagement with 
the patient should not be a single conversation, but a chain of conversations that will 
unfold throughout the course of the relationship, the first meeting is an important 
stepping-stone that ideally will create future opportunity for increased engagement 
with R/S. 
 Thus, assuming that most patients will acknowledge R/S as personally 
important, and after having taken a patient’s medical history including R/S, the 
physician might then briefly explain to the patient her spiritual understanding of key 
Christian ideas that can potentially be explored in future meetings depending on 
need. The physician might (1) consider acknowledging her faith tradition ideally 
within the initial meeting, (2) signal to the patient that talking about R/S is routine 
(and does not necessarily imply an alarming diagnosis or impending death) but the 
patient should never feel pressure to do so, (3) introduce the spiritual component of 
illness as a domain of considerable importance for healing, being a part of the role of 
the physician, and (4) introduce the belief that all healing comes from God, both 
through and apart from medicine.   
259 
 
Non-Religious Patients 
 In a published RSCC study by Alcorn, et. al., 22% (N=15) of patients reported 
that R/S was not important to their cancer experience.122  However, of the 15 
patients who reported that R/S was not important to their experience, 10 of the 15 
(67%) reported having experienced spiritual concerns, including six of 15 who 
reported having experienced four or more spiritual concerns.123  This noteworthy 
finding not only shows how a short screening question related to R/S may 
significantly overlook vital R/S information, but also underscores the near universal 
(63 of 68 patients or 93% of all patients) self-reported experience of R/S needs in 
the experience of cancer.  While presumably a few patients will have absolutely no 
interest in ever discussing R/S with someone, a Christian physician should assume 
that given the severity of the illness experience, even those who may appear 
dismissive or hostile toward R/S within an initial screening may in fact be searching 
and/or struggling within this domain.  Hence, Christian physicians should proceed 
with extra caution toward patients who indicate that R/S is not important to their 
cancer experience.  Some patients may have hostile or angry feelings about 
unresolved R/S beliefs or relationships, and the physician must aim to be perceived 
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by the patient as an ally rather than an object of psychological and spiritual 
transference.   
 A subtle message can be indicated to the patient that the physician is some 
type of spiritual person within the Christian tradition and might be a potential 
resource if the patient ever feels a need to talk about R/S.124  A patient who indicates 
that R/S is not important to their experience of cancer is likely an individual isolated 
from R/S resources.  In these circumstances, the Christian physician may be the 
only spiritual person to whom the patient has some immediate access.  In light of the 
Christian tradition’s emphasis on the importance of R/S in illness, Christian 
physicians must be both cautious but steadily open to those patients who decline to 
report the importance of R/S in their experience.  Data indicates that most patients’ 
experience is more complex and that the Christian physician has a unique position, 
given her own presuppositions, to have a subtle but nevertheless conscious R/S 
presence in the patient’s life.  During subsequent clinical visits throughout cancer 
therapy, the physician should continue to inquire about R/S as part of ongoing 
psycho-social evaluation:  Are there any important changes that I should be aware of 
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since our last visit related to personal relationships, issues with coping, or spiritual or 
religious struggle?  By combining the question with other psychosocial domains, the 
physician does not give an appearance of proselytizing, but maintains R/S as an 
integral part of evaluation, while providing the patient a comfortable way to decline.  
This also continues to subtly provide the patient a comfortable opportunity to bring 
up R/S concerns if they were to arise after the initial meeting.  If such a patient were 
to eventually raise R/S concerns or struggles, then a Christian physician would have 
a clearer opening to offer further details about his or her own faith beliefs, including 
issues related to the immaterial self, and belief that God is the source of healing 
through and apart from medicine – each tailored to the particulars of the specific 
patient involved. 
 There is a notable tension that Christian physicians need to be conscious of 
in order to keep a semblance of balance.  This tension involves volunteering R/S 
information versus waiting for the patient to ask.  Both approaches have important 
strengths and potential pitfalls, especially within a scenario of working with a non-
Christian patient in a secular, academic context.  There are times to wait on the 
patient to ask for more R/S engagement, which provides an opening for the clinician 
to cautiously but openly engage the patient.  There are other times in which the 
physician may need to be more directive, by asking R/S questions even though the 
patient may appear uninterested or closed.  This approach carries greater problems 
by potentially entangling the physician and patient in areas of misunderstanding and 
offense, given the challenge of illness and the potential emotional energy involved. 
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While it may appear safer to follow a procedure which is patient-initiated, this 
approach leaves open many R/S gaps, for example with those patients who would 
welcome physician-initiated spiritual care, even when the patient offers no outward 
sign that they desire this.  Thus, any direct approach must be couched with 
gentleness and respect (1 Peter 3.15).  And the physician must be solely motivated 
out of love for neighbor, not self-aggrandizement.  However, even a disposition of 
gentleness, respect, and Christian love does not guarantee that the physician will 
not encounter some unforeseen backlash.  While such a backlash would presumably 
be very infrequent, it could entail a major emotional and professional event requiring 
an unusual amount of attention.  This in itself might be enough to keep even the 
most stought-hearted quiet in the patient’s presence.  But an alternative to practicing 
defensive R/S medicine is to prayerfully seek to be Spirit led in the care of all 
patients, especially when dealing with non-Christian patients.  But even being Spirit 
led does not mean that a physician will avoid conflict and backlash (in fact, the Spirit 
itself could conceivably inspire such an event).  What should a Christian physician 
do in such rare but likely events?  Parallel medical literature related to medical error 
may serve as a helpful guide.  Berlinger suggests that in the event of a medical 
error, the physician should tell the truth about the medical error and ask the patient’s 
forgiveness.125  Likewise, if a patient complained or expressed offense at a Christian 
physician for talking about R/S, then the physician should gently apologize for 
making the patient upset and explain that the motive was to help rather than offend. 
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The physician can promise to be more careful with the patient and express deep 
hope for the patient’s healing.  The administrative backlash from such an ordeal 
would also require considerable attention, including continued appeal to the medical 
literature which shows that the vast majority of patients desire spiritual care from 
their physicians and that spiritual care results in favorable medical outcomes.  
Negative events like this will happen, but it does not mean that physicians should 
always be indirect with their patients related to R/S.  It does require continued 
advocacy within medical research and among administrators before these events 
happen in order to have an institutional plan in place when a patient complains about 
R/S offense or abuse.  This also suggests that Christian physicians should advocate 
for a fair hospital policy to be in place in order to protect against overbearing 
penalties.       
 There is a noticeable tendency within the medical literature to denounce 
religious proselytism as inappropriate for the patient-physician relationship.  
Consider the spiritual care consensus report published in 2009: “Some clinicians 
may be motivated to proselytize by virtue of a zealous devotion to their own faith or 
spiritual commitments.  A health care professional is never justified advising patients 
to “get religion” even if his or her intent is beneficent.  Proselytizing within the clinical 
relationship is a violation of the trust the patient has given to the health care 
professional and inappropriate in the context of the professional relationship 
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between the patient and the clinician.”126  Clearly, the consensus report’s central 
concern in banning proselytism relates to the importance of maintaining respect  and 
a trusting relationship for the patient to seek medical care.  However, the consensus 
report’s undifferentiated association of proselytism with “violation of trust” is a 
problematic understanding.  Proselytism may be defined as the act of persuasion 
from one person to another aimed to alter the person’s spiritual worldview and 
commitment to another R/S worldview or commitment.  Most denouncements of 
proselytism such as the one in the consensus report assume that “persuasion” itself 
violates trust.  But this overlooks the fact that persuasion may have multiple forms, 
some forms of which may uphold trust.  In fact, the consensus report itself 
distinguishes proselytism from “asking patients about their spiritual or religious 
beliefs and practices.”127  This indicates that among the writers of the consensus 
report there was recognition of different dynamics in discussing R/S, dynamics that 
are not intrinsically a violation of trust.128   
 What are the characteristics that make engagement of R/S appropriate, 
sensitive, and upholding of trust?129 One helpful medical concept that may assist 
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regarding the issue of trust is informed consent, according to which "before a patient 
is asked to consent to any treatment or procedure that has risks, alternatives, or low 
success rates, the patient must be provided with certain information."130  The 
doctrine of informed consent exists to promote a patient's self-determination and the 
ability to make rational decisions.  Within legal reasoning, informed consent 
specifically legislates harm caused to a person!s physical body (e.g, surgery), and 
for this reason it is unlikely that most spiritual care interventions would require 
informed consent since spiritual care is not a bodily intervention with physical 
liabilities.  This would further medicalize spiritual care – a process that should be 
vigorously resisted.  However, upholding a patient!s self-determination and ability to 
make informed decisions is a correct and necessary principle that undergirds 
spiritual care.  Spiritual care must be gentle, respectful, without self-aggrandizement, 
and concerned to ensure that a patient does not feel manipulated, coerced, or 
threatened – especially in relationship to their medical care received from the 
physician.  These characteristics are most adequately upheld by the host(ess)-guest 
metaphor.  Consequently, proactive spiritual care provided by physicians must 
always be accompanied by a patient!s consent.  This is the best understanding of 
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“patient-centered” spiritual care.  It is not that the content of spiritual care necessarily 
conforms to the patient!s presuppositions or worldview, but that the patient consents 
to receiving spiritual care according to the tradition that the physician is bound.  This 
means that there is an appropriate and inappropriate form of proselytism.  The 
pivotal distinction focuses on a patient voluntarily permitting the physician to offer 
spiritual care, understanding that the spiritual care received will be provided 
according to the physician!s R/S tradition.  Thus, inappropriate proselytism refers to 
the promotion of a particular religious faith without patient consent or voluntary 
agreement to engage in R/S conversation with an understanding of the physician’s 
framework.  As a word of caution, however, the issue of consent, power dynamics, 
and R/S has not been an issue carefully studied.  Future research is needed in order 
to more clearly define the issue of consent as it pertains to R/S in the patient-
physician relationship.  How consent is defined and obtained in relation to R/S needs 
further investigation. 
 
Spiritual Care Assessments 
 After the initial spiritual care screening, Christian physicians should continue 
regular spiritual care reassessment within follow-up appointments, since the 
patient’s experience of R/S is not static.  Within a secular, academic environment, 
the more relevant R/S is to contemporary understandings of the clinician’s role, the 
more readily should Christian physicians pursue direct spiritual care.  When R/S 
issues relate less to clinical concerns, Christian physicians will likely be less directly 
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involved, deferring to others such as hospital chaplains and resources within 
religious communities.  R/S issues that have been empirically shown to be clinically 
relevant include the intersection of R/S and medical decision-making;131 R/S struggle 
(e.g., feeling punished by God) resulting in psychological stress or anxiety;132 and 
issues related to the patient’s quality of life,133 especially as they come closer to 
death.  Domains of a patient’s quality of life with which R/S is intertwined have 
typically included pain and symptom management,134 feelings of peace with God,135 
and relational reconciliation (being forgiven or forgiving others).   
 While it is recognized that R/S has a significant clinical role for most patients, 
especially within a terminally-ill context, there is less agreement on how to either 
assess R/S concerns operating among patients or to develop, implement, and 
evaluate spiritual care interventions. There are multiple examples of potential 
spiritual care assessment tools developed for a medical context including the 
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FICA,136 the Fetzer Multi-Dimensional Measurement of Religion/Spirituality,137 and 
George Fitchett’s 7 X 7 Model.138  Fitchett himself astutely explains that all 
assessment models inevitably are either substantive or functional in their approach.  
A functional approach “focuses more on how a person makes meaning in his or her 
life than on what that specific meaning is.”139  The advantage of a functional 
assessment according to Fitchett is that it is more adapted to a pluralistic setting in 
which specific substantive R/S questions (e.g., “Are you at peace with God?”) 
“employ assumptions that would not be shared by the diverse patients and staff of 
our institution or most similar hospitals.”140  Fitchett’s point is important to consider, 
but within the argument and aims of this specific project, his approach is to be 
resisted.  First, Fitchett’s assessment tool was designed to be used by a general 
medical audience, whereas this project considers spiritual care normed by the 
Christian tradition and specifically employed by Christian physicians.  This illustrates 
how the goals of spiritual assessment will be different when the aim is grounded in 
universally agreed upon norms versus tradition-mediated norms grounded in a 
particular tradition.  Second, there is an underlying perception that functional 
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assessment tools are descriptive, and consequently “normless.”  Fitchett 
perceptively shows how every spiritual assessment model has norms, which are 
either implicit or explicit.141  Similarly, Don Browning has shown how both 
psychological and spiritual description inevitably has norms – theological norms – 
guiding the description.142   
 Thus functional assessments, although they appear to not have underlying 
norms, inevitably cannot avoid them.  Functional assessment screening tools 
typically have underlying norms at least in three ways.  First, the implicitness of 
norms usually exists because of an underlying approval of a secular ethos.  It is the 
Enlightenment tradition that allows proponents of functional spiritual care 
assessments to have the appearance of lacking norms, and of inevitably reinforcing 
an Enlightenment viewpoint that R/S can be evaluated outside of tradition.  This is a 
norm itself resting in the tradition of the Enlightenment.  A second underlying norm of 
all assessments is related to spiritual growth or dysfunction.143  There are almost 
always a certain set of underlying norms which guide both the construction of an 
assessment question related to growth or dysfunction, and there is always an 
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underlying norm related to evaluation of a belief or practice.  A third underlying norm 
is related to the issue of authority, and in particular, the question of whose norms will 
be used to make an assessment.  The choice of who is given preference of 
interpretation involves underlying norms.  Should the patient’s R/S be assessed 
based on the patient’s own assumed worldview?  Should it be the worldview of the 
practitioner?  Should it be some combination of both?  Irrespective of the specific 
choice, the point is that it is impossible to make a choice of authority without 
assuming an already existing set of norms.  But this is a case that is not necessarily 
generally recognized.  It is easily recognized, employing secular sensibilities, that it 
is offensive for a Christian physician to apply tradition-specific Christian R/S 
evaluation to a non-Christian patient’s experience of R/S.  But because of the 
Enlightenment tradition’s upholding of an individual’s authority to exercise R/S 
freedom, many fail to equally recognize that opting to prefer an individual’s own R/S 
assessment based on their own criteria, is also a chosen norm – a normative claim 
that ultimately has no greater weight or authority than a Christian evaluation of a 
non-Christian patient.  Whereas one gives authoritative preference to the Christian 
tradition irrespective of the patient, the latter gives authoritative weight to the 
individual’s, irrespective of the claims of other traditions.  The operation of norms 
among functional models, therefore, demonstrates that the very categories of 
functional vs. substantive break down in the end.  So-called functional approaches to 
spiritual care assessment are implicitly substantive in their operation because they 
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operate on quasi-theological norms.  They are as substantive as an explicitly 
Christian assessment.  
 If a tradition-mediated approach to spiritual care assessment is impossible to 
avoid, then it follows that Christian physicians should employ spiritual care 
assessments that are most consistent with their own theological norms.  This does 
not mean, however, that so-called functional spiritual care assessment tools should 
be abandoned.  Most of these screening tools are helpful and contain enough R/S 
information to provide key information from the perspective of the Christian faith 
(although they are not necessarily practical given their length).  There may be 
wisdom, moreover, in adding a few screening questions depending on how the 
patient answers more basic questions that will help a Christian physician clarify the 
role that R/S plays in the patient’s life.  Based on the key themes identified from the 
Christian tradition (Chapter three), additional screening questions based on those 
themes are shown in Table 10.  Depending on how a patient answers certain 
questions, some additional screening questions may bring further clarity to a 
Christian physician on key R/S areas that should be considered in future meetings 
with the patient. 
 
Framework for Spiritual Care Interventions 
 What are the specific spiritual care interventions that Christian physicians 
should provide to cancer patients?144  Little data currently exists related to empirical 
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research on spiritual care interventions.  An important study, particularly relevant 
since it is based on the RSCC database, was a qualitative study published by Alcorn 
et. al. on the R/S themes and sub-themes that were considered important by 
terminally-ill cancer patients.145  In descriptions of how R/S was related to the cancer 
experience, five R/S domains emerged: R/S coping, R/S practices, R/S beliefs, R/S 
transformation, and R/S community. Most patient reports (75%) contained two or 
more R/S themes, with 45% mentioning three or more. Thirty-one sub-themes were 
identified in the interviews, and multiple sub-theme interrelationships were noted 
among the primary R/S themes.  Through exploratory analysis, it was found that 
multiple sub-themes were statistically related to one another, implying that the five 
major themes and various sub-themes are interdependent.  The study suggests that 
effective spiritual care will likely require attention to most of the five domains, and 
that it should be expected, based on the themes’ interconnection, that the 
administration of spiritual care will need to be multi-dimensional.146  
 One of the immediate limitations in combining data from the Christian tradition 
and the RSCC study findings is that the purposes of the two studies were distinct.  
The research question guiding the qualitative research of the four Christian texts 
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related to spiritual care focused on the responsibility of physicians.  Some of these 
authors (particularly Baxter), and many other unexamined Christian texts, give 
specific spiritual care guidance to patients.  On the other hand, the question guiding 
the RSCC study was an inductive approach focused on patient (primarily but not all 
Christian patients) experiences of R/S.  In future studies, texts from within the 
Christian tradition could be identified and qualitatively explored for specific care and 
guidelines offered directly to the sick.  Then a more direct approach could be taken 
in comparing the RSCC data with resources in the Christian tradition.147  
 But even with this significant limitation, combining the two data sets (RSCC 
and Christian physician spiritual care) provides a possible framework for future 
consideration and research.  The five main categories in the RSCC patient themes 
included coping, practices, beliefs, transformation, and community.  Perennial 
Christian physician care practices can be cataloged within these RSCC themes.  
Consider Table 11 that shows overlap between the themes derived from the 
Christian tradition and the five themes inductively derived from patient interviews in 
the RSCC survey. 
 By merging the two databases it is possible to see a few important 
characteristics emerge. First, there is general concordance between the RSCC 
categories and themes from the Christian tradition.  Second, many of the themes 
from the Christian tradition fit within multiple RSCC categories (e.g., repentance is 
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both a R/S practice and R/S transformation).  This corresponds with the findings of 
Alcorn et. al. who recommend that spiritual care interventions should be 
multidimensional in nature, a single intervention fulfilling several R/S goals 
simultaneously.  When comparing the 31 sub-themes in the RSCC database, there 
are considerable differences between the databases, but having already noted 
limitations in this comparison, these differences are not surprising.  The most 
significant (even overwhelming) agreement on the sub-theme level between the two 
databases is the importance of patient prayer.   
 
Spiritual Interventions 
 How should Christian physicians specifically employ spiritual interventions in 
a contemporary, secular context?  Christian physicians, by performing an initial 
spiritual care screening and by reevaluating R/S in subsequent meetings with 
patients subtly reinforce the importance of R/S within the illness experience.  
However important this might be, it does not fully satisfy the overlapping Christian 
theme that emphasizes the prioritization of the spiritual over the physical.  A 
physician might assess this theme by asking the patient:  “I understand the 
importance of seeking a cure for your illness.  I wonder how important it is for you to 
seek spiritual health?” Simply asking a question like this raises the possibility within 
a patient’s consciousness that the material plane may or should not be most 
important.  A Christian physician might do this in both subtle and direct ways, 
depending on many conditions related to clinical relevance, issues of timing, the 
nature of the physician-patient relationship, and the spiritual condition of the patient.  
275 
 
For example, a patient who is not religious/spiritual, currently experiences few 
physical symptoms despite terminal illness, and is fully focused (potentially absorbed 
in thinking) on oncology treatment, may not be in a mental or spiritual position to 
hear from a physician that the spiritual should be prioritized over the physical.  But 
the same patient, experiencing functional decline and pursuing expensive, risky 
technical therapies, may then be in a position to further consider a reprioritization. 
The physician may suggest the importance for the patient to consider other issues 
beside focusing only on medical treatment.  This is a subtle intervention for a patient 
who is not R/S minded.  Perhaps he will ignore his physician’s counsel.  Or Mr. X 
may be open to further discussing what priorities he has ignored and should 
reconsider.  Another example might be a Christian patient who may be absorbed 
with pursing aggressive medical care.  In this case, the physician might be more 
suggestive, offering a subtle challenge to aggressive treatment by asking if the 
patient has also been paying heed to other, non-physical dimensions raised by 
illness.  An open ended question suggesting the priority of R/S may help the patient 
further clarify  what ought to be his or her priority in decision making.  It may be that 
enrolling in a specific clinical trial is in keeping with a Christian tradition’s norms of 
prioritization.  The physician facilitates discernment by asking the question – 
particularly when she suspects that the patient may be struggling because his or her 
priorities may be disordered. 
 A second spiritual intervention that Christian physicians should consider is 
encouraging patient prayer.  59-75% of all patients, physicians, and nurses agreed 
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that it was at least occasionally appropriate for a physician to initiate prayer with a 
patient.148  While there are several important conditions to consider that make prayer 
between patient and physician appropriate, this specific intervention entails the 
Christian physician reinforcing for the patient the importance for the patient himself 
to be regularly praying.  Providing this encouragement can be done in many direct or 
indirect ways.  For example, a Christian physician may disclose to the patient that 
she is privately praying for the patient’s healing and asking for God’s help for 
success in medical treatment.  This disclosure has many potential effects such as 
emphasizing that God is the source of healing, that medicine is ultimately in God’s 
hands, and that the physician takes no personal credit for any medical success – 
which may provide the patient comfort in knowing that the physician cares deeply for 
him or her.  This disclosure also exemplifies for the patient the centrality of prayer – 
“if my own doctor is praying for me, then maybe I should also be praying.”  There 
may be other times in which the physician offers to directly pray for the patient in the 
patient’s presence.  Recalling the importance of providing spiritual care in a clinically 
relevant fashion, Christian physicians should consider offering specific prayers that 
address immediate physical, emotional, and spiritual needs of the patient – rather 
than only formulaic or generic prayers.  This exemplifies to the patient the 
importance of praying within the difficult and/or daily experiences of cancer.  Besides 
modeling prayer for the patient, the physician can also encourage prayer by inquiring 
about its frequency and content.  Based on this assessment, the physician can 
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encourage prayer especially as she notes specific issues that the patient is facing. 
Encouraging prayer in this way provides patients tangible moments when it may be 
particularly helpful both spiritually and psychologically.  Since it is clinically relevant, 
it breaks down false dichotomies on “prescribing prayer” which is added to traditional 
biomedicine, and tethers the practice of prayer to biomedicine itself.  By suggesting 
prayer as a potential option that is helpful to many, the physician is not making 
prayer compulsory but voluntary.  For patients who are not R/S, the physician might 
suggest to the patient in the above scenario other possibilities such as visualization 
techniques along with prayer in order to ensure that the patient does not feel that 
prayer is being directly prescribed.  This is a practical way in which one can 
encourage a spiritual intervention while maintaining gentleness and respect toward a 
patient who may not be personally comfortable with prayer. 
 A third spiritual intervention that Christian physicians should consider 
employing relates to spiritual discernment concerning the meaning of the illness.  
50% of patients in the RSCC survey indicated that they were seeking meaning in the 
experience of cancer.  A Christian physician can screen for this by asking, “Do you 
have any sense of why this is happening? Do you see any higher purpose?”  The 
screening question itself facilitates self-examination and spiritual discernment.  
Clearly within the Christian tradition, spiritual discernment is most comprehensively 
performed with a spiritual mentor who knows the patient and can provide thoughtful, 
insightful discernment during the illness.  However, Christian physicians can 
facilitate this process in multiple ways.  If there is a spiritual friend such as a pastor, 
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chaplain, or counselor with whom the patient can talk, the physician can encourage 
the patient to be attending to these kinds of spiritual questions.  Having an 
understanding of why God may have allowed the cancer to happen is an important 
dimension of spiritual growth and psychological coping, and it potentially provides 
guidance on how patients should be making upcoming medical decisions.  Besides 
connecting the patient to a pastor or spiritual counselor, the Christian physician can 
also facilitate clinically relevant spiritual discernment in relation to medical illness.  
For example, consider a patient whose physical symptoms have intensified, 
increasing the patient’s need to depend on others.  Within a culture of autonomy and 
independence, relying on others for basic bodily needs (e.g., help with going to the 
bathroom, etc.) can be deeply humiliating.  Suggestive questions framed within first 
person accounts (“in my experience”) and supported by an underlying Christian 
framework (mentioning God; personal weakness leads to growth, etc.), are important 
ways of providing a Christian theological interpretation but also holding a disposition 
of gentleness and respect, especially for a patient who may not be Christian.  In 
addition, the role of patient prayer and discernment are key intersecting spiritual 
practices.  A physician might encourage the patient to seek deeper understanding of 
the meaning of his or her illness through prayerful discernment. 149 
 Other related issues of spiritual discernment that are common among cancer 
patients surveyed in the RSCC study include feeling abandoned by God (28%), 
feeling angry with God (25%), questioning God’s love (21%), and doubting belief in 
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God (19%).150  Patients who indicate struggle in these areas are searching for 
spiritual meaning and understanding in the midst of cancer.  A Christian physician 
can facilitate the pursuit of spiritual meaning by affirming the patient and by 
suggesting ways to move toward transformation. 
 A fourth area that the Christian tradition emphasizes as a spiritual domain for 
possible intervention is the need for patient repentance.  While tying a spiritual 
response of repentance to sickness raises important theological and practical 
questions within the contemporary context, this has not necessarily been a 
controversial connection among many Christians in the consensual tradition. Jean-
Claude Larchet has documented within the writings especially in the first millennium 
how physical illness and healing were understood to hold metaphorical but real 
connections to sin and resurrection.151  There was a belief in an intrinsic connection 
between physical illness and the illness of the human race.  Likewise, “the healing of 
the body symbolizes and foretells the healing of our whole being.”152  However, this 
inherent connection between bodily illness and sin “appear to be due not to their 
personal sins, but to the fact that they share in the fallen human nature of their first 
father Adam... there exists no a priori link between a person’s illness or infirmity and 
any specific sin or sins which that person or his or her immediate ancestors might 
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have committed.”153  In other words, the experience of illness – because of its 
intrinsic connection to our fallen human condition – will raise awareness within the 
patient of his or her disconnection from God, disconnection from other people, or a 
basic need for forgiveness.  Another commentator concurs: “Disease, insofar as it is 
experienced as a life crisis, can awaken a person to a dimension of sin which 
encompasses and determines his life as a whole, and which cannot be limited to a 
moral guilt in view of singular actions.”154 
 Patients who respond to their illness by connecting it to a feeling of divine 
punishment therefore must be approached sensitively and with pastoral precision. 
Encouraging patient repentance does not mean that the physician is agreeing with 
the patient’s self-assessment of divine punishment.  Even those who acknowledge 
that illness may theoretically and occasionally be the result of a particular human sin 
should also concede that accurate spiritual discernment of this dynamic is extremely 
difficult to assess and should never be proposed as a possibility to a patient.  
However, since the feeling of being punished by God is common among some 
illness populations including cancer patients, physicians should be aware of this 
possibility and sensitive if there are indications to ask a screening question (e.g., 
“Are you feeling punished by God?”).155  Moreover, there may be other reasons why 
a patient has drawn this conclusion, including imbalanced views concerning the 
                                            
153
 Ibid., 36. 
154
 Ulrich Eibach, "Life History, Sin, and Disease," Christian Bioethics 12, no. 2 (2006): 128. 
155
 Alcorn and others, "“If God Wanted Me Yesterday, I Wouldn’t Be Here Today”:  Religious 
and Spiritual Themes in Patients’ Experiences of Advanced Cancer." 
281 
 
nature of God, harboring internalized, false guilt resulting in a spiritual projection 
upon God, or experiencing compounding psychiatric issues.156  In general, spiritual 
discernment related to the issue of punishment should be avoided by physicians by 
referring the patient to an appropriate spiritual resource such as the patient’s pastor 
or a hospital chaplain157 because of the complexity of the spiritual issue, time 
requirements for proper discernment, and lack of in-depth long-term relationship that 
a clergy member may already have with the patient. 
 While referral to pastoral counsel in the case of divine punishment is likely the 
best way forward, a Christian physician may consider a more general approach 
when this issue arises.  Illness brings a reminder, not only of life’s fragility, but of the 
general sinful state of our human nature.  Thus, cancer is an opportunity for the 
patient to confess generally his or her sin, claim forgiveness in Christ, and find 
deeper reconciliation and peace with God – without indicating or agreeing with the 
patient in any specific way that the patient is being punished by God.  Discussing the 
importance of repentance, especially if defined in more general terms as “spiritual 
transformation” in the context of illness, does not mean that the patient is being 
disciplined by God.  Rather, in these cases, the physician may encourage the patient 
to realize that feelings of guilt often arise with physical illness because of an 
analogical or sacramental relationship that generally exists between the fallen, 
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human condition and physical illness, as described by Larchet.158  From this more 
general theological viewpoint, a Christian physician may redirect the patient to 
understand this connection with sin as pointing to larger redemptive-historical 
themes of sin and redemption.  
 In addition, within the RSCC study, 53% of patients reported that they were 
seeking a closer connection with God, and 47% said that they were seeking 
forgiveness.159  Physicians can facilitate this spiritual intervention by encouraging the 
patient to understand illness to be a new season in life in order to repair what might 
be broken.  These too are moments for possible repentance, a spiritual 
transformation in which one turns away from the old and turns to God in greater 
newness of self.   
 Another potential context in which the issue of repentance is relevant is when 
the patient believes that he or she is being punished by God, and this is directly 
interfering with medical treatment decisions. This may be the only scenario in which 
referral to pastoral counsel is not the primary option, depending on the severity and 
urgency of the medical decisions involved.  The consensual Christian tradition 
suggests that there may be cases in which some persons who are ill are 
experiencing their illness as divine correction aimed toward repentance.160  Basil 
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says, “But often illnesses are scourges for sins, sent for our conversion.  For whom 
the Lord loves, it says, he chastises (Proverbs 3:12).”161 According to Ferngren, 
Christianity was the first of ancient cultures to “endue sickness with positive value... 
[Rather than] the popular view enunciated that illness and disease are God’s 
punishment for sin and wrongdoing.”162  The New Testament writers broke from an 
automatic connection between sin and sickness by teaching that causation could not 
be assumed (John 9:3; James 5:15).  However, the consensual Christian tradition 
maintained that Scriptural teaching indicated that sickness could be a result of 
particular sin, although causal mechanisms are never clearly stated.163  For 
example, Jesus told the man healed at the pool at Bethesda, “See, you are well 
again. Stop sinning or something worse may happen to you." (John 5:14).  Likewise, 
James 5:15 notes the possibility but not necessary presence of sin through the 
conditional clause of “if”:  “And the prayer offered in faith will make the sick person 
well; the Lord will raise him up. If he has sinned, he will be forgiven.”   In Fergren’s 
opinion, this viewpoint epitomized by Basil (but also clearly present in Ben Sira, the 
Fourth Lateran Council, and Baxter) “represents a characteristically and uniquely 
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Christian approach:  that suffering is sent by God as a means of grace for the 
spiritual benefit of the sufferer.  It invites introspection.  Is God speaking through 
one’s suffering? If so, what is to be learned from it?  Even if the suffering was not the 
result of sin, self-examination could result in spiritual illumination or purification... If it 
appears that Christian writers exalt suffering, it is because they imbue it with 
meaning and urge that the believer seek to understand whether God is speaking 
through their experience with illness.”164  
 Within the RSCC randomly selected sample, 22% of patients reported that 
they believed that their cancer was a punishment from God.  Feelings of divine 
retribution are clinically relevant -- for example, if a patient refuses medical treatment 
because he concludes that he is reaping what he has sown.165  How is a Christian 
physician to engage a surprisingly large minority of oncology patients (more than 
one out of five) who report feeling this way?   
 John Peteet has suggested that there are at least five possibilities that may 
be driving a patient’s feeling of divine punishment and subsequent refusal for 
treatment.166 The patient may be experiencing (1) severe depression, (2) acute 
temporary depression connected to physical incapacity, (3) a problematic, harsh 
view of God’s character, (4) a long-term inclination to self-blame resulting in 
projection on God, and (5) unresolved guilt from a violated conscience.  If the 
Christian physician detects co-joining signs for depression, immediate consultation 
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from psychiatry should be sought in order to seek treatment for depression and 
discernment concerning the patient’s future medical therapy.167  Upon addressing 
the possibility of depression, the physician may then consider the patient’s 
understanding of God’s nature and spiritual inclination.  Pargament suggests four 
questions to clarify potential sources for theological struggle that may underlie 
feelings of divine punishment:  Is the patient’s R/S individualistic or connected to a 
wider tradition of interpretation?  Does the patient worship large or small gods?  Is 
the patient spiritually flexible or inflexible?  Does the patient experience spiritual 
support or stigma?168  The clinician should also consider whether the patient has a 
previous history of self-blame culminating in beliefs related to divine punishment.  A 
past history may be an indication that a patient has an improper propensity of 
projecting false guilt.  If the clinician determines that the patient may be projecting 
onto God a false self-blame, then the response suggested by Kliewer and Saultz 
may be a way to reframe the patient’s angst: 
“I’m sorry, but I just can’t agree with you.  I understand your feeling that you 
may not have lived an exemplary life.  But I just can’t make the connection 
between that and your cancer.  Your type of cancer happens to all kinds of 
people.  I wonder if instead of telling yourself your cancer is a sign God is 
angry, you can tell yourself the cancer is just a bad event, and that God, 
rather than being angry, is sorrowful, and wants to be with you and for you?  
And I’m wondering in what ways you feel your life is not good enough.  Is it 
possible your expectations are too high?169 
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or is the spiritual distress causing the cancer?). 
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PlainViews 4, no. 23 (2008). 
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 Stephen P. Kliewer and John Saultz, Healthcare and Spirituality (Oxford, UK: Radcliffe 
Publishing, 2006), 177-8.  Reframing must be done sensitively, Kliewer and Saultz suggest, and does 
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Whereas some scholars strongly distance themselves from theological 
interpretations that in any way endorse the possibility of illness being punishment,170 
others within the Christian pastoral literature acknowledge it as a substantive 
possibility requiring attention.171  There is no clear denominational or theological 
taxonomy for why some Christian scholars reject and others remain open to this 
interpretation.172   
 However, the patient may also be carrying a guilty conscience.  A guilty 
conscience may signal that the patient has never directly dealt with past sin or may 
indicate failed previous attempts in resolving guilt.  In this instance, it is advisable to 
engage the patient on the source of guilt rather than reframe the patient’s 
interpretation of a punishing God.  If the patient is identifying a specific sin that he or 
she is associating with the reason for the illness, then in this specific instance 
reframing the patient’s interpretation as suggested by Kliewer and Saultz may not 
deal with the primary issue of guilt engendered by unconfessed sin.   Has the patient 
confessed his or her sin in a way consistent with his or her tradition or has he or she 
                                                                                                                                       
not necessarily invalidate the patient’s perspective but can help the patient avoid a polar 
interpretation on one side of the spectrum and instead find a more balanced middle ground. 
170
 Marva J. Dawn, Being Well When We're Ill : Wholeness and Hope in Spite of Infirmity 
(Minneapolis, MN: Augsburg Books, 2008), Kelsey, Saultz, Sulmasy, A Balm for Gilead : Meditations 
on Spirituality and the Healing Arts. 
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 Jay Edward Adams, Competent to Counsel ([S.l.]: Presbyterian and Reformed Publishing 
Co., 1972), Eibach, Larchet, Mark A. Pearson, Christian Healing : A Practical and Comprehensive 
Guide (London: Hodder & Stoughton, 1996). 
172
 It would appear that more liberal Protestant and liberal Catholics are generally opposed to 
the possibility of illness being punishment.  Greek Orthodox appear to be generally in 
acknowledgement of it being a possibility.  And orthodox Protestant and Catholic appear to have little 
consensus. 
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hidden past deeds?  If the patient has not directly dealt with his or her sin through 
appropriate means of confession and repentance, then this may be the most 
appropriate next step in removing guilt.  In some Christian traditions that uphold an 
authoritative role for a spiritual father/mother in spiritual examination (i.e., 
exagoreusis),173 the Christian physicians lack of spiritual authority and unfamiliarity 
with the patient requires that the physician would never insinuate the possibility of an 
actual connection between illness and unconfessed sin.  A physician might only face 
this specific issue when directly confronted by the patient. 
 
Spiritual Care in Partnership 
 Another key question related to spiritual care of patients in a secular, 
academic medical context relates to professional responsibility.  At a recent 
consensus conference in 2009 on spiritual care within palliative care,174 the 
consensus adopted a “generalist-specialist model of spiritual care” in which “board 
certified chaplains are considered the trained spiritual care specialists.”175  There are 
several advantages to this approach, most particularly that there is a trained expert 
familiar with spiritual care of patients, and that this person acts as the point person in 
engaging with patients’ spiritual concerns and struggles.  In addition, this approach 
maximizes a physician’s time to deal with issues of the body, while upholding a key 
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Crossroad, 1985), 448. 
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Care: The Report of the Consensus Conference." 
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resource in the medical context in helping patients deal with soul-issues.  But there 
are also potential problematic undercurrents driving the professionalization of 
spiritual care in the medical setting.  Hospital chaplains face challenging financial 
situations in which their ministerial status has traditionally been required from a 
recognizable religious community providing ordination or licensure.  In larger tertiary 
care centers, chaplains are part of hospital staff and their salaries often come from 
the medical institution and through insurance reimbursements (whereas smaller 
communities have traditionally provided chaplains on a volunteer basis and any 
financial provision came from religious communities themselves).176  Hospital 
chaplains feel pressure to demonstrate empirically why their presence is important 
and offer financial advantages resulting from their presence because of a financially 
stretched medical system.177  This has also raised the need to standardize medical 
chaplaincy and professionalize the group in order to gain stronger institutional 
recognition and solidify financial support.  In the midst of this undercurrent, leading 
chaplains are advocating for professionalization, and according to sociological 
analysis, are aiming for subsequent professional guardianship over R/S.178  There 
may also be some concerns among chaplains related to quality control and patient 
privacy which have resulted in chaplains limiting access from outside religious 
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communities and clergy,179 as well as systematizing spiritual care so that physicians 
and nurses provide spiritual screening (asking brief spiritual questions) and then 
refer to a chaplain as the spiritual expert.180  These issues have moved hospital 
chaplaincy toward professional certification and licensure in order to build social 
authority over the spiritual domain in the medical context.181  In light of this context, 
should a generalist-specialist model be adopted? 
 There are several concerns that need to be raised about this model.  First, as 
has been argued elsewhere,182 the more clinically relevant that R/S is in intersecting 
and overlapping with the direct concerns and responsibilities of physicians, the more 
directly involved physicians need to be in spiritual care.  Second, the physician is the 
leader of the health care team, and in this regard plays an important role in 
facilitating spiritual care.  It will be ultimately a hindrance, even related to 
systematically incorporating chaplains as an integral part of the health care team, if 
physicians automatically refer spiritual care to an expert without themselves 
engaging the patient in this domain. Even a primary care physician might have non-
certified but advanced training in a particular medical area. A primary care physician, 
even under a “generalist” paradigm may in certain circumstances be less likely to 
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consult a specialist about an area of medicine with which he or she is particularly 
familiar.  In the same way, Christian physicians may be considered generalists in the 
sense that they are not spiritual care experts, but this does not require that they only 
take a spiritual history and then refer to certified chaplains.  This may be an 
important question requiring further discussion in relation to the 2009 consensus 
conference on spiritual care within palliative care.183  Indeed, chaplains should want 
physicians (as Richard Baxter once vigorously argued) to directly engage patients’ 
R/S themselves since there are far too many spiritual needs and not enough 
chaplains or clergy to meet them.  This is further illustrated by the fact that only 46% 
of terminally-ill patients reported that they were visited by chaplains,184 even though 
85% of cancer patients reported that they had at least one spiritual concern 
(including 67% of those patients who reported that R/S was not important to 
them).185    Rather than arguing that a chaplain’s role should be that of the expert 
who exercises exclusive authority over the spiritual, the suggestion here is that 
hospital chaplains should advocate for a role as spiritual “coaches” who teach 
doctors and nurses how to engage patients’ spiritual needs.    A third issue is that 
the main organizations supporting hospital chaplaincy (e.g., Association of Clinical 
Pastoral Education) have endorsed theological perspectives that appear to 
emphasize theologies similar to the anthropological contextual model described by 
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Bevans.186 However, a spiritual care model that does not remain in creative tension, 
balancing divine immanence and transcendence, invites several problems including 
a de-historicized spirituality,187 an inaccurate understanding that spirituality is non-
institutional and a-theological,188 and the danger of promoting a purely instrumental 
use of spirituality which is subservient to psychosocial and medical domains.189 
Spiritual care favoring immanence over transcendence may also be vulnerable to 
underestimating substantive spiritual concerns encountered by patients because of 
an indirect, functional process of assessment.190   In a provocative article entitled 
“Dumbing Down the Spirit,” practical theologian Stephen Pattison has argued that 
chaplaincy care in the hospital is problematic:  “the effective abandonment of a 
particular charismatic theistic spirituality in favour of generic consumer ‘spirituality’ 
may lead to the long-term impoverishment of all concerned.”191 Pattison, who is a 
self-described theologically liberal Protestant practical theologian, worries that in 
complex situations like death and dying particular traditions carry real wisdom and 
integrity of belief that a generic spirituality may not hold.  Pattison also worries that 
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chaplains who try to be “brokers of spiritual care” for all religions “may risk distorting 
and misrepresenting the faith traditions of others.”192  He likewise argues that 
“generic spirituality” cuts the chaplain off from their particular faith communities 
through which they hold a platform from which to provide theological critique and a 
“prophetic” spirit, especially to a medical system under constant pressure to be 
controlled by materialist and consumerist goals.193  Instead, he calls for Christian 
medical chaplains to show a high level of respect for others, but a respect 
characterized by “being deeply Christian in one’s own ideas and practices, not 
accommodating others within some kind of web of ‘spiritual care’ that they have not 
consented to inhabit.”194 
 Christian physicians operating on a Christian spirituality of medicine 
described within the overlapping Christian themes need to be in dialogue with 
hospital chaplains concerning spiritual assessment and care interventions.  Dialogue 
should not only be concerned with issues of proper roles, but must also entail 
conversation in relation to substantive assessment and spiritual intervention 
performed together in joint partnership.  Christian physicians may also benefit from 
empathically understanding current tensions faced by hospital chaplains, 
recognizing and befriending chaplains as key colleagues, and discussing in detail 
with chaplains how to assess and provide specific spiritual care to patients.  
Consequently, Christian physicians should envision themselves as spiritual care 
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facilitators in partnership with hospital chaplains and local clergy – who are and will 
always be the primary persons providing spiritual care.  However, this model is not 
necessarily generalizable to all physicians, since many physicians are unfamiliar 
with, uncomfortable with, or antagonistic to R/S.   Physicians who are uncomfortable 
with R/S should clearly follow the consensus guidelines by providing a spiritual 
screening and offering a spiritual referral to a chaplain.195  Christian physicians, 
however, given their own familiarity through personal experience and concern, can 
create some paths for spiritual care to occur for many patients.  Most Christian 
physicians are not theological experts, but even minimal training would likely 
enhance their ability to navigate the realm of R/S in a secular, academic medical 
context.  By asking the right spiritual care questions at the first meeting, taking time 
for subsequent follow-up, asking key questions and making suggestive ideas for 
interventions, Christian physicians can facilitate their patients’ spiritual coping and 
transformation. Developing relationships with hospital chaplains and community 
clergy are key additional steps that Christian physicians should take in order to 
provide patients with more in-depth spiritual counsel and R/S relationships.  
Christian physicians must call upon other spiritual resources, especially assisting 
church communities in the development of better programs related to the spiritual 
care of the sick.  In this way, Christian physicians facilitate not only spiritual care of 
individuals, but also encourage larger networks of Christians within communities to 
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care for patient’s spiritual needs.196  Ultimately for a Christian physician, the spiritual 
care team consists of those local churches who desire to care for and uphold the 
physical, emotional, and spiritual needs of all persons within a community.  The 
more involved congregations can be in providing spiritual care, even within secular, 
academic hospitals, the greater their impact will be in a local area and the more 
allies a Christian physician will have in meeting her patients’ spiritual needs. 
 
Future Scholarship 
 Three related future directions of this project deserve special future attention.   
First, further historical work needs to be done in order to better understand the 
overlapping spiritual care themes within the larger tradition of Christianity.  While 
good evidence has been provided showing that there is a consensus among the four 
texts on key themes, how do these texts and their overlapping themes fit within the 
larger Christian tradition?  What other relevant texts need to be evaluated in order to 
move toward a more comprehensive consensus?  Who are the dissenting voices in 
the tradition and what are the specific arguments?  What are the key texts in the 
modern era that should be included in future study?  If there ever were anything 
close to a consensus among Christian physicians, what are the historical 
contingences that brought about change within a secular medical context?  A 
thorough historical investigation is required in order to marshal any claim on the level 
of a consensus. 
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 Second, the dissertation has provided a theoretical framework on how 
Christian physicians should provide spiritual care in the secular medical setting.  But 
this is only one step among several that needs to occur in order to provide not only 
good arguments, but also practical wisdom tested by experience and confirmed 
through empirical research.  The next step for this project is to train Christian 
physicians in a Christian spirituality of medicine within a secular medical context, 
and then evaluate outcomes through empirical study and further critical theological 
reflection.  This would be a complex study to design and execute.  Potential 
measurable outcomes include the spiritual changes within the physician, the spiritual 
impact on the patient, the effects on the patient-physician relationship, and the 
specific effectiveness of each individual spiritual care intervention.  Thus, in a very 
real way, the argument of the dissertation cannot confidently answer its own 
research question.  Instead, the project serves as a preamble to the future training 
and research that needs to be performed.  This may be a weakness within the field 
of practical theology itself.  There can be impatience (speaking personally) in rushing 
to execute a critical correlation as well as to confidently marshal strategic practical 
proposals.  This is where the scientific method and sustained research can serve 
and guide the goals of practical theology.  Generating hypothesis and carefully 
testing them takes enormous time, patience, and money.  It is not enough to provide 
good ideas accompanied by good arguments.  Rather, the work of practical theology 
is not done (if it can ever be claimed to be done) until proposals have been tested 
through both experience and further evaluated through empirical research and 
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continued theological reflection by scholars and communities of practitioners.  It is 
only then that one can confidently come forward and offer a theological idea and/or 
spiritual practice that truly accomplish what it claims to accomplish.  This is an 
important next step beyond the findings of this project. 
 This second point blends into another important question regarding the public 
nature of doing theological research in the realm of Christian spirituality.  The 
discipline of practical theology has grappled with the public nature of making 
theological arguments. The argument of this dissertation has held as its primary 
focus the Christian physician who affirms that their religious beliefs impact their 
practice of medicine.  A larger medical audience has not been view.  No doubt some 
Christian physicians and other physicians more at ease in a secular mindset will find 
the argument of this project troubling, perhaps even audacious. This study grounds 
its argument in the logic and language of the Christian tradition. Future work needs 
to be done to consider whether or how to advance a rational, public argument for an 
explicitly Christian spirituality of medicine operating within secular, academic 
hospitals.197  
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  Summary Argument  
 The question that this project has sought to explore and answer is: How might 
Christian physicians, in dialogue with theological norms and visions within the 
Christian tradition, incorporate spiritual care as a dimension of their medical practice 
in a secular, academic medical context?   Whereas guidelines require that patient’s 
spiritual concerns are engaged by the medical system, there is lack of specification 
by key accrediting agencies on who is to provide spiritual care or how it is to be 
provided.  Analysis of the RSCC survey revealed that physicians infrequently 
provide spiritual care according to the perceptions of patients themselves.  This is 
despite physician’s own held opinions concerning its occasional appropriateness of 
providing spiritual care (Table 3) and the positive impact that it would have on 
patients if provided (Table 2).  Physicians agreed that there were several significant 
barriers that play a role in limiting the provision of spiritual care even when in their 
own opinions it might ideally be provided (Table 5).  The spiritual care barriers, it 
was argued, operate on a structural level – what has sometimes been called the 
hidden curriculum.  The impact of the structures is that they socialize physicians, 
including Christian physicians, to practice medicine with an unconscious neglect or 
avoidance of R/S among terminally-ill patients.  Underlying and reinforcing this 
socialization is what was termed a spirituality of immanence, a spirituality that 
centers itself on a final telos of physical health, cure, and bodily comfort. In contrast, 
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this study articulated a Christian physician spirituality of medicine that is deeply 
shaped by overlapping themes identified within four Christian texts and attentive to 
the structures and culture of contemporary medical contexts.  Grounded in an 
understanding of Christian spirituality as life centered in the Trinitarian God, a 
distinctly Christian spirituality of medicine will make the provision of spiritual care an 
openly acknowledged and conscious priority.  A Christian spirituality has also 
profound implications for how Christian physicians extend spiritual care to patients. 
A Christian spirituality of medicine shapes spiritual care by recognizing rival 
practices to medicine, emphasizing illness as a spiritual event, highlighting key 
spiritual practices -- including patient and physician prayer, self-examination, and 
repentance -- and arguing for overlapping spiritual care responsibilities between 
physicians and clergy.  There are also important implications in the substantive 
content that Christian physicians might use in spiritual care assessment and spiritual 
care treatment.  However, since within the contemporary context physicians and 
patients are relative strangers, Christian physicians must delicately provide spiritual 
care. Conceptualizing the physician-patient relationship under the metaphor of 
host(ess)-guest provides a clarifying image in how spiritual care must be 
characterized as non-authoritative, invitational, self-giving, and requiring patient 
consent when engaging issues of R/S.  Likewise, anthropological and 
countercultural contextual models clarify the importance of holding in creative 
tension divine immanence and transcendence within the provision of spiritual care, 
resulting in a model for spiritual care that balances content and process. The project, 
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as a work within the fields of practical theology and Christian spirituality, is intended 
as an initial argument, in light of the RSCC findings and historical Christian texts, for 
reconsidering how Christian physicians might provide spiritual care to terminally-ill 
cancer patients in secular, academic medical contexts.  Further empirical testing and 
critical theological reflection on transformed practice over time likely will be needed 
to refine the argument of this dissertation and to evaluate its strategic proposals. 
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Table 1.  Characteristics of advanced cancer patients and oncology 
physicians, n = 279. 
 Cancer 
Patients 
 
(n=70) 
Christian 
Oncologists 
MD-A 
(n=24) 
Christian 
Oncologists 
MD-B 
(n=70) 
Other 
Oncologists 
MD-O 
 (n=115) 
Female gender, N (%) 38 (50.7) 8 (33.3) 37 (52.9) 43 (37.4) 
Average Age
a 
59.9 38.9 40.9 41
 
Race/ethnicity, N (%)
b
     
White 59 (84.3) 19 (79.2) 55 (78.6) 84 (73) 
Black 7 (10.0) 1 (4.1) 1 (1.4)  2 (1.7) 
Asian, Indian, Pacific Islander 1 (1.4) 2 (8.3) 10(14.3) 24 (20.9) 
Hispanic 1 (1.4) 0 (0) 2 (2.9) 1 (0.9) 
Other 2 (2.9) 0 (0) 2 (2.9) 4 (3.5) 
Education, M (SD) 15.2 (3.5)    
Religiousness, N (%)     
Not at all religious  13 (19.1) 0 (0) 12 (17.1) 50 (43.5)
c
 
Slightly religious 25 (36.8) 0 (0) 34 (48.6) 32 (27.8)
c 
 
Moderately religious 17 (25.0) 15 (62.5) 20 (28.6) 19 (16.5)
c 
 
Very religious 13 (19.1) 9 (37.5) 4 (5.7) 4 (3.5)
c
 
Spirituality, N (%)     
Not at all spiritual 5 (7.4) 1 (4.1)
d
 5 (7.1) 24 (17.3)
c
 
Slightly spiritual 14 (20.6) 0 (0) 14 (20) 43 (20.9)
 c 
 
Moderately spiritual 24 (35.3) 10 (41.7) 38 (54.3) 27 (23.5)
c 
 
Very spiritual 25 (36.8) 13 (54.2) 13 (18.6) 11 (9.6)
c 
 
Religious Tradition, N (%)     
Catholic 32 (47.1) 13 (54.2) 34 (48.6)  
Protestant 22 (32.4) 9 (37.5) 36 (51.4)  
Jewish 5 (7.4)   51 (44.3)
c
 
Muslim 1 (1.5)   2 (1.7)
c
 
Hindu 2 (2.9)   11 (9.6)
c
 
Buddhist 0 (0)   3 (2.6)
c
 
No religious tradition 2 (2.9)   22 (19.1)
c
 
Other 4 (5.88) 2 (8.3)  16 (13.9)
c
 
Religious Activity 
Attendance, N (%)
d
 
NA    
1 time per year or less 25 (36.8)
 
0 (0) 15 (21.4) 51 (44.3)
c
 
2-5 times per year 11 (16.2) 0 (0) 30 (42.9) 31 (27)
c
 
6-11 times per year 7 (10.3) 0 (0) 13 (18.6) 11 (9.6)
c
 
1-3 times per month 0 (0) 13 (54.2) 9 (12.9) 6 (5.2)
c
 
1 time per week or more 25 (36.8) 11 ( 45.8) 3 (4.3) 6 (5.2)
c
 
Years in Practice, N (%) NA    
Resident or fellow   9 (37.5) 25 (35.7) 33 (28.7) 
1-5 years  6 (25) 9 (12.9) 23 (20) 
6-10 years  1 (4.2) 14 (20) 20 (17.4) 
11-15 years  1 (4.2) 10 (14.3) 12 (10.4) 
16-20 years  4 (16.7) 6 (8.6) 10 (8.7) 
21+  years  3 (12.5) 6 (8.6) 17 (14.8) 
a
Age missing 22 physicians.  
b
Race/ethnicity missing in 5 physicians.  
c 
Reduced to 104 physicians 
because of missing data.  
d
 Reduced to 68 patients because of missing data 
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Table 2.  Overall Impact and spiritual care roles assessed by oncology 
physicians toward terminal cancer patients (N= 204). 
  Christian 
Oncologists 
MD-A 
N=24 (%) 
Christian 
Oncologists 
MD-B 
N=70
 
(%)
 
Other 
Oncologists 
MD-O 
N=110 (%) 
Negative 2 (8.3) 13 (18.6)
 "
 17 (14.8) 
No Effect 2 (8.3) 7 (10)
 "
 17 (14.8) 
What if cancer doctors regularly 
provided spiritual care.  Assume 
the spiritual care is done in an 
appropriate, sensitive way.  How 
positive or negative do you think 
this would be for cancer patients? 
Positive 20 (83.3) 50 (71.4)
 "
 76 (66.1) 
Hospital Chaplains 23 (95.8) 68 (97.1)
 "
 108 (93.9) 
Members from 
patient’s spiritual 
community 
20 (83.3) 70 (100)
 "
 105 (93.9) 
Social workers 14 (58.3) 47 (67.1)
 "
 68 (59.1) 
Nurses 12 (50) 40 (57.1)
 "
 48 (41.7) 
In your opinion, who has a role in 
providing spiritual care to 
advanced cancer patients?  
Please check all that apply.  
 
Doctors 12 (50) 39 (55.7)
 "
 48 (41.7) 
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Table 3. Attitudes of appropriateness toward spiritual care types among 
physicians providing spiritual care to terminally-ill cancer patients (N=206).§ 
  Christian 
Oncologists MD-A 
N=24 (%) 
Christian 
Oncologists MD-
B 
N=70 (%) 
Other 
Oncologist 
MD-O 
N=112 (%) 
Appropriate 24 (100) 66 (94.3) 100 (89.3) An oncologist asking patients about their 
religious/spiritual background to be aware of its 
importance. Inappropriate 0 (0) 4 (5.7) 12 (10.7) 
Appropriate 24 (100) 69 (98.6) 106 (94.6) 
An oncologist encouraging patients in their the 
spiritual activities or beliefs that are helpful to 
them (e.g., "I'm so glad that your faith gives 
you strength during this difficult time.") 
Inappropriate 0 (0) 1 (1.4) 6 (5.4) 
Appropriate 23 (95.8) 67 (95.7) 98 (87.5) 
An oncologist asking questions that invite 
patients to talk about spiritual matters if they 
want to (e.g. "What helps you find meaning 
during this difficult time?") 
Inappropriate  1 (4.2) 3 (4.3) 14 (12.5) 
Appropriate 22 (91.7) 64 (91.4) 95 (84.8) For patients who are religious or spiritual, 
asking if there are ways their faith affects how 
they make decisions about treatment. Inappropriate 2 (8.3) 6 (8.6) 17 (15.2) 
Appropriate 24 (100) 68 (97.1) 108 (96.4) For patients who may want to talk about 
spiritual matters, referring the patient to a 
chaplain. Inappropriate 0 (0) 2 (2.9) 4 (3.6) 
Appropriate 23 (95.8) 65 (92.3) 103 (92) 
If patients have religious or spiritual supporters 
that are important, asking if they would like 
those supporters to be included in their care in 
some way (e.g., rabbi, priest, spiritual friend). Inappropriate  1 (4.2) 5 (7.1) 9 (8) 
§
Answers were dichotomized into two categories:  appropriate and inappropriate.  Those in the 
appropriate category answered each of the questions as either “occasionally,” “frequently,” “almost 
always,” or “always” appropriate.  Responses were classified as inappropriate if they were“never” or 
“rarely” appropriate.  
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Table 4. Frequency of spiritual care by oncology physicians toward terminal 
cancer patients (N= 204). 
  Christian 
Oncologists 
MD-A 
N=24 (%) 
Christian 
Oncologists 
MD-B 
N=70 (%) 
Other 
Oncologist 
MD-O 
N=110 (%) 
Always or Almost 
Always 
6 (25) 
17 (24.3) 
18 (16.4) 
Occasionally or 
Frequently 
17 (70.8) 
39 (55.7) 
27 (24.5) 
Rarely or Seldom 1 (4.2) 13 (18.6) 21 (19.1) 
How often do you think cancer doctors should 
include ANY type of spiritual care at some point 
during the course of care of advanced, 
incurable cancer patients?  
 
Never 0 (0) 1 (1.4) 5 (4.5)
 
 
Always or Almost 
Always 
1 (4.2) 
4 (5.7) 
5 (4.7)
* 
Occasionally or 
Frequently 
15 (62.5) 
33 (47.1) 
35 (33.3)
 *
 
Rarely or Seldom 8 (33.3) 24 (34.3) 51 (48.6)
 *
 
How often do you offer any type of spiritual 
care during the course of your relationship with 
an advanced, incurable cancer patient?  
 
Never 0 (0) 9 (12.9) 15 (14.3)
 *
 
Always or Almost 
Always 
4 (16.7) 
8 (11.4) 
11 (10.5)
 *
 
Occasionally or 
Frequently 
14 (58.3) 
35 (50)  
39 (37.1)
 *
 
Rarely or Seldom 6 (25) 24 (34.3) 37 (35.2)
 *
 
How often do you DESIRE to offer any type of 
spiritual care to advanced, incurable cancer 
patients?  
 
Never 0 (0) 3 (4.3) 19 (18.1)
 *
 
0 7 (29.2) 35 (50) 59 (56.2)
 *
 
1 8 (33.3) 16 (22.9) 28 (26.7)
 *
 
2 8 (33.3) 12 (17.1) 11 (10.5)
 *
 
Think back to the past 3 advanced, incurable 
cancer patients you saw.  To how many of 
those patients have you provided ANY type of 
spiritual care during the course of their 
treatment?  
 
3 1 (4.2) 
7 (10) 
8 (7.6)
 *
 
*
Participants reduced to 105 because of missing data. 
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Table 5.  Significance of perceived physician barriers to providing spiritual 
care to terminally-ill cancer patients (N=195). 
“Below is a list of reasons spiritual care might NOT be 
performed even when IDEALLY it would be performed.  How 
significant are each of the following factors in limiting you from 
providing spiritual care?” 
Christian 
Oncologists 
MD-A 
N=24 (%) 
Christian 
Oncologists MD-
B 
N=69 (%) 
Other  
Oncologist 
MD-O 
N=102 (%) 
Significant 20 (83.3) 63 (91.3) 93 (91.2) 
Not enough time 
Not Significant 4 (16.7) 6 (8.7) 9 (8.8) 
Significant 16 (66.7) 52 (75.4) 58 (56.9) Lack of private space to discuss these matters 
with my patients Not Significant 8 (33.3) 17 (24.6) 44 (43.1) 
Significant 18 (75) 64 (92.8) 90 (88.2) 
I have not received adequate training 
Not Significant 6 (25) 5 (7.2) 12 (11.8) 
Significant 14 (58.3) 53 (76.8) 80 (78.4) I am personally uncomfortable discussing 
spiritual issues Not Significant 10 (41.7) 16 (23.2) 22 (21.6) 
Significant 4 (16.7) 26 (37.7) 65 (63.8) Religion/spirituality is not important to me 
personally Not Significant 20 (83.3) 44 (63.8) 37 (36.3) 
Significant 21 (87.5) 61 (88.4) 90 (88.2) I believe that spiritual care is better done by 
others on the health care team Not Significant 3 (12.5) 8 (11.6) 12 (11.8) 
Significant 14 (58.3) 31 (44.9) 63 (61.8) I don't believe cancer patients want spiritual 
care from doctors Not Significant 10 (41.7) 38 (55.1) 39 (38.2) 
Significant 24 (100) 57 (82.6) 81 (79.4) 
I'm worried that patients will feel uncomfortable 
Not Significant 0 (0) 12 (17.4) 21 (20.6) 
Significant 20 (83.3) 49 (71) 70 (68.6) I worry that the power inequity between patient 
and doctor makes spiritual care inappropriate Not Significant 4 (16.7) 20 (30) 32 (31.4) 
Significant 18 (75) 51 (73.9) 81 (79.4) I feel uncomfortable engaging these issues 
with patients whose religious/spiritual beliefs 
may differ from my own Not Significant 
6 (25) 18 (26.1) 21 (20.6) 
Significant 18 (75) 47 (68.1) 79 (77.5) I do not believe it is my professional role to 
engage patient spirituality Not Significant 6 (25) 22 (31.9) 23 (25.5) 
*
Reduced to 159 physicians because of missing data from 14 participants 
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Table 6. Attitudes of appropriateness toward prayer between terminal cancer 
patients and physicians (N=206).§ 
  Terminal 
Cancer  
Patients 
N=70 (%) 
Christian 
Oncologists 
MD-A 
N=24 (%) 
Christian 
Oncologists 
MD-B 
N=70 (%) 
Other 
Oncologist 
MD-O 
N=112 (%) 
Appropriate 50 (71.4) 20 (83.3) 49 (70) 64 (57.1) If a patient asks for prayer, the 
oncologist praying with the patient. Inappropriate 20 (28.6) 4 (16.7) 21 (30) 48 (42.9) 
Appropriate 45 (64.3) 20 (83.3) 41 (58.6) 61 (54.5) A religious or spiritual oncologist offering 
prayer for a patient. Inappropriate 25 (35.7) 4 (16.7) 29 (41.4) 51 (45.5) 
§
Answers were dichotomized into two categories:  appropriate and inappropriate.  Those in the 
appropriate category answered each of the questions as either “occasionally,” “frequently,” “almost 
always,” or “always” appropriate.  Respondents who classified as inappropriate if they answered the 
question as “never” or “rarely” appropriate.  
 
 
Table 7.  Percentage Comparison of Religious Denomination among 
Physicians, U.S. population and Massachusetts population 
% 
Boston 
Physicans
a
  
U.S. 
Physicians
b
 
 
U.S. 
Population
c
 
Massachusetts 
Population
c 
Catholic 24.1 21.7 23.9 43 
Protestant 26.1 38.8 51.3 28 
Jewish 26.6 14.1 1.7 3 
Unaffiliated 15.1 10.6 16.1 17 
Hindu 5.5 5.3 0.4 0.5 
a N = 209 
b Data from Curlin et al. “Religious Characteristics of U.S. Physicians” JGIM, 2005. 
c Data from U.S. Religious Landscape Survey  
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Table 8:  Textual Theme Comparison Concerning Spiritual Care Provided by Christian Physicians 
 
Ben 
Sira 
Basil 
4th Lateran 
Council 
Richard 
Baxter 
4 The spiritual priority within illness  X X X X 
4 Importance of patient prayer X X X X 
4 Importance of patient spiritual practices (repent,etc) X X X X 
4 Contrast with a rival healing tradition (X) X X X 
4 Physician-clergy overlapping spiritual roles X (X) X X 
3 God is MD’s source of knowledge/skill X X  X 
3 Link between illness and sin; health and confession X X X  
3 God uses physical means to heal X X  X 
3 Imprudent to neglect help from MD X X  X 
2 God is source of medicines X X   
2 Importance of MD prayer X   X 
2 Doctors must direct patient to deal with spiritual issues   X X 
1 God is the source of healing X    
1 Medicines are permitted by God  X   
1 Faithful must avoid misuse of medicine/physicians  X  X 
1 God’s method of healing based on what the soul needs   X   
1 God is chiefly who the MD serves    X 
1 MD must excel in his own spiritual life    X 
 
 
 
 
307 
 
 
 
Table 9:  Referenced Biblical Texts listed according to Author 
 Ben Sira Basil 4th Lateran Council Richard Baxter 
Quoted Scriptures Ex 15.25-26 
 
 
2 Kings 20.7 
Job 2.6 
Proverbs 3.12 
Jeremiah 8.22 
Micah 7.9 
Matthew 8.3; 3.8 
Luke  3.8; 10.34; 
16.20-5; 
John 5.14; 9.6-7 
Acts 14.12; 
 
Romans 13.14 
1 Corinthians 10.13, 
31; 1 Corinthians 
11.30-32 
2 Corinthians 12.7 
Ephesians 2.10 
Philippians 2.8 
 
 
 
 
 
 
 
 
 
 
Jn 5.14 
 
 
 
 
 
 
 
Luke 10.32 
 
 
 
Rom 11.36 
 
 
 
 
 
 
 
James 5.20 
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Table 10 (chapter 5):  Perennial Christian Physician Spiritual Care Themes and 
potential screening questions to clarify patient’s experience and views. 
 
Christian Tradition theme 
 
Patient Screening Question 
Spiritual priority within illness 
I understand the importance of seeking a cure 
for your illness.  I wonder how important it is for 
you to seek spiritual health? 
Importance of patient prayer 
How frequently have you been praying and 
what things do you find yourself praying for? 
Importance of patient spiritual practices of 
repentance 
Has your cancer transformed you in any way in 
relation to God?  Has your cancer felt like 
punishment in any ways? 
Importance of patient spiritual practices of 
discernment 
Do you have any sense on why God has 
allowed your cancer to happen?  Have you 
been struggling to understand God’s 
purposes? 
Contrast with a rival healing tradition 
In your most basic understanding, what is the 
source of healing? 
Physician-clergy overlapping spiritual care 
roles 
Do you have a pastor/chaplain that you are 
talking to about your cancer?  Are you OK with 
me asking about your religion/spirituality? 
God is MD’s source of knowledge/skills 
Imprudent to neglect help from MD 
God uses physical means to heal 
When you think of your oncology care, do you 
see God in it or is it something separate from 
God? 
Link between illness/sin; health/confession 
Has the cancer taught you anything important 
about the spiritual life? 
 
 
Table 11: RSCC Themes (X axis) and Christian Physician Themes (Y axis) 
 
Coping Practices Beliefs Transformation Community 
Spiritual priority within illness x  x x  
Importance of patient prayer x x  x  
Importance of patient spiritual practices of 
repentance 
 x  x  
Importance of patient spiritual practices of 
discernment 
 x  x x 
Contrast with a rival healing tradition   x  x 
Physician-clergy overlapping spiritual care 
roles 
 x   x 
God is MD’s source of knowledge/skills   x   
Link between illness/sin; 
health/confession 
x  x   
God uses physical means to heal   x   
Imprudent to neglect help from MD   x  x 
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Table 12:  Comparsion of Christian Spiritual Care Model Characteristics: 
 Anthropological Countercultural Synthesis 
1 
Theological Emphasis: 
Immanence 
Theological Emphasis: 
Transcendence 
Theological Emphasis:  
Immanence and Transcendence 
2 
Human nature/culture 
are good 
Human nature/cultural 
are sinful 
Human nature/culture are both created in 
God’s image but also ultimately broken 
3 
Revelation is conditional Revelation is complete Revelation is complete but human 
understanding is conditional 
4 
Human sciences are 
autonomous from the 
Christian tradition 
Human sciences are 
subordinate to the 
Christian tradition 
Human sciences operate within a unqiue 
sphere of inquiry but ultimately serve the 
Christian Tradition  
5 
Emphasis on the 
practice of listening 
Emphasis on the 
practice of repentance 
Emphasis on practices of caregiver listening 
and encouragement of patient repentance  
6 
Individual, unique 
experience of spirituality 
Corporate, public 
expression of spirituality 
Individual spiritual journey united to larger 
corporate identity 
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